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Compression of the ureters by the pregnant uterus, and the part 
played by this compression in the production of pyelonephritis, is a 
recently acquired knowledge, and in reality it is only since 1892, 
when Reblaud related five cases, that the exact pathogenesis of the 
renal lesions has been studied. However, Léhlein and Olshausen had 
performed autopsies on women who died during labour, and found 
that nearly always there was a dilatation of the ureters. Halbertsma 
especially studied this lesion relative to its possible relationship to 
eclampsia, and in quite a number of women who died from this 
obstetrical complication, he noted a unilateral or bilateral compres- 
sion of the ureter, and believed that this was the usual cause of 
eclampsia, a theory which, however, is no longer admitted. After 
the writings of Reblaud, pyelonephritis of pregnancy was distinctly 
individualized, and about a year later Vinay published two very 
interesting cases. Since then a number of other works have 
appeared on the subject. Three years ago I read a paper at the 
American Urological Association, in which I reported an instance of 
pyelonephritis in pregnancy which required nephrotomy, but in the 
present paper I shall limit my remarks to those cases where obstetrical 
treatment has been resorted to more or less successfully, and will give 
a detailed account of an interesting case which has very recently been 
under my care. 
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The ureter, after following an obliquely downward course, in- 
wardly and forward, penetrates the small pelvis in front of the 
sacro-iliac symphysis at a point corresponding to the intersection of 
| two lines, one passing in a horizontal direction through the antero- 
d superior iliac spines, the other drawn vertically from the pubic spine. 
This point will be found situated 4 centimetres and a half from the 
median line, and the ureters separated one from the other by a space 
of 9 centimetres. At this point the ureter is in direct relationship 
with the primary iliac artery and vein, which it crosses obliquely, 
1 while further on it passes over the external iliac artery and vein. 
1 In the small pelvis the ureters pass through the broad ligament 
| coming nearer together, but their relationship to the sides of the 
uterus will alone be considered here. It has been shown by Ricard 
that a space of about 14 centimetres separates these canals from the 
side of the uterus, and it consequently will be seen that when this 
organ increases in size, this relationship becomes nearer. The ureters 
are 24 centimetres from the bony pelvic walls. The transversal 
diameter of the excavation being 12 centimetres, the four middle 
centimetres are occupied by the nongravid uterus, and in the space 
| of 4 centimetres found on each side of this organ the ureters pass at 





the distance which I have already pointed out. Consequently the 
two canals are separated one from the other to the extent of about 
7 centimetres. During pregnancy this relationship is considerably 
changed. The corpus of the pregnant uterus rises out of the excava- 
tion and develops in the abdominal cavity, while, at the same time, 
it becomes inclined to one side, usually the right. It also undergoes 
some torsion on its axis, bringing its left border somewhat forward, 
so that there is not alone an increase in size, but there is also a change 
in the direction of the organ. Its relationship to the neighbouring 
viscera is also changed; the ureters are pulled upon, and from this 
their lumen has a tendency to become flattened. 

If the ureters of a woman dying during the latter part of preg- 
nancy or immediately after labour are examined, they will usually 
be found dilated, but this dilatation will be present in varying 
degrees. Sometimes the ureter may be dilated so that it is nearly as | 
large as the small intestine, but generally speaking, this is not so 
excessive in most cases, and the tube will be found to have the 
diameter of a goose’s quill. The dilatation may be bilateral, and 
when this is the case it is not equal on both sides, and it is always 
the right ureter which acquires the greatest dilatation, and when only 
one tube is involved it is usually the right. Of 25 cases of dilatation 
of the ureters found by Olshausen, in 12 it was present on one side 
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only, and of these 12 instances only twice was the left ureter enlarged. 
Consequently the predominance of right-sided dilatation of the ureter 
becomes evident. 


The ureter may be dilated uniformly up to the renal pelvis, while 
in other cases it may present a series of separate dilatations between 
which the calibre has remained normal, which gives it a moniliform 
aspect. The change in size never takes place in the intra-pelvic por- 
tion of the ureter, a fact which indicates that compression must take 
place at the superior strait. In the dilated portion the ureter changes 
its direction. Occasionally it appears elongated and pulled upon, 
while at the same time it is somewhat flattened. In other cases when 
the distension is more marked, it presents a certain number of 
flexions, but it may be said that it always undergoes an elongation 
following the increase in size of the uterus. 


If a dilated ureter is opened a certain quantity of urine will be 
seen to escape, but when the tube has emptied itself it never regains 
its original size, because passive distension has resulted in a decrease 
of its muscular contractility. The mucosa is hyperemic, particularly 
in the neighbourhood of the renal pelvis, and in the majority of cases 
the latter presents a marked increase in size, its aspect being that of 
a pyramid presenting here and there irregular bosses. The dis- 
tension of the renal pelvis may reach a very marked degree, but when 
infection has not become added, the walls are not thickened, and the 
mucosa will be found either normal or slightly hyperemic. If pyelitis 
exists the walls of the renal pelvis become thickened and sclerous, 
while the mucosa is covered by purulent débris, and occasionally it 
will be found entirely hidden by a very adherent puriform layer. 


The kidney is ordinarily pale and anemic, while the medullary 
substance undergoes marked changes. The tubules are dilated, and 
their lumen is obstructed by masses of casts, especially of the colloid 
variety. The distension of the renal pelvis may produce an atrophy 
of the renal parenchyma. 


Such are the lesions found in cases of compression of the ureter 
by the pregnant uterus, and it becomes incumbent to explain these 
lesions. While the pregnant uterus develops, its borders come nearer 
to the ureters, which they displace and push over to the bones of the 
pelvis, upon which it compresses them. The uterus develops much 
more to the right than to the left, and inclines to the former, and 
beside this it undergoes a rotation on its vertical axis, and turns in 
the direction of its greatest development, that is to say, to the right, 
thus freeing the organs on the left side and exerting a greater com- 
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pression on those on the right. This explains why the lesions are 
more apt to be on the right side than on the left. 

I have already pointed out that the dilatation of the ureter does 
not extend lower than the superior strait, and it is at that point 
where a resisting plane is found on which the excretory canal of the 
kidney is compressed. In point of fact, above and below the ureter 
can slide over the soft structures and thus escape compression. A 
very slight obstacle is quite sufficient to prevent the onward flow of 
the urine, and this results in dilatation of the ureter. From the 
experiments carried out on dogs by Halbertsma, the weight of 
5 grams compressing the ureter over a surface of 8 millimetres is 
sufficient to prevent the onward flow of a volume of urine weighing 
400 grams. The pregnant uterus does not come out of the true pelvis 
until the end of the third month, and this explains why renal 
symptoms are not observed before this time. 

There are two stages in the evolution of the lesions of pyelo- 
nephritis. In the first there is retention of urine in the kidney, 
which like the renal pelvis is distended, and the result is the forma- 
tion of a urinary pocket. The second stage is represented by infection 
of this pocket, in other words we have, in the first place, an hydro- 
nephrosis which transforms into a pyonephrosis. 

It is generally admitted that the infection reaches the kidney by 
two principal routes. By the first it extends from the bladder up the 
ureter to the kidney, in other words, an ascending infection, while 
by the other route, which may be called descending, the bacteria are 
carried by the blood to the kidney and renal pelvis. The works of 
the French school relating to retention of urine have thoroughly 
demonstrated the part played by this retention in infection of the 
ureters and kidney, but clinically it has been demonstrated that 
cystitis not infrequently precedes renal infection. 

In the second category of facts, the infection is transmitted to 
the dilated renal pelvis by the blood, and it has been experimentally 
shown that after ligation of the ureters, if one injects cultures of the 
streptococcus or the colon bacillus, the hydronephrosis following 
the ligature of the ureters becomes infected, and in those cases where 
the streptococcus was inoculated this organism was found in the pus. 
Consequently, it appears proven beyond a doubt that infection can be 
carried by way of the blood, but in cases of pyelonephritis occurring 
during pregnancy, when no intercurrent suppuration arises, it has 
been proven that the organisms found in the pus are the colon 
bacillus, as will be seen in several of the cases reported below. 
Apparently the organism was taken up by the blood from the intestine, 
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which is the habitual nidus for this microbe, and it will also be seen 
that in two cases gastro-intestinal disturbances practically coincided 
with the general symptoms arising at the commencement of the 
pyonephrosis, which would seem to indicate that the bacterium coli 
had a momentarily exalted virulence, and this explains why it was 
able to enter the circulation. In another case the commencement of 
the rise of temperature was ushered in by quite severe gastro- 
intestinal disturbances. One may consequently admit that urinary 
retention, modifying the kidney and excretory canal by lessening 
their resistance, and, on the other hand, an increase in the virulence 
of the colon bacillus which is brought to the kidney from the intestine 
by the circulation, is the true pathology of the process under con- 
sideration. As secondary causes the influence of cold and overwork 
must be taken into consideration, as they seem to play an important 
part in two of the cases recorded by Vinay. 

Generally speaking, hydronephrosis precedes pyonephrosis, and 
consequently local symptoms mark the commencement of the process. 
During the fifth or the sixth month of pregnancy, more usually after 
than before, the patient is seized with a severe pain in the right 
lumbar region, which may follow the course of the ureter, radiating 
towards the bladder, or even down the thigh. At the same time 
micturition becomes frequent and may even be painful. In a few 
cases the general symptoms are first observed, and from the very 
commencement of the process the patient presents evidences of a 
septic process. No matter how it may commence, a pyonephrosis, 
when fully developed, presents three principal symptoms, namely, 
pain, changes in the urine, and the symptoms of a septic process. 

The pain is spontaneous and usually increased by palpation, and 
will be found localized in the lumbar region. It also presents 
exacerbations, occurring in attacks which probably result from 
retention of urine and pus in the renal pelvis. It may also be inter- 
mittent, a fact which may be easily explained by uterine statics, 
because this organ, by becoming displaced from its ordinary position, 
ceases its compression on the ureter, and from this fact retention is 
done away with and consequently the pain disappears. Some patients 
may find a position which lessens the pain, simply from the fact that 
they change the situation of the uterus. 

The French school has shown by experimental urinary retention, 
that the pain is due to contraction, which disappears quite quickly 
within 24 or 48 hours on account of paralysis of the muscular layer 
of the ureters, and from this fact one may explain the disappearance 
of pain, although the process continues its evolution. The pain may 
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extend downwards towards the bladder along the course of the ureter, 
and lead to an erroneous diagnosis of cystitis, or it may even extend 
to the groin and down the thigh. 

Bimanual palpation of the renal region will give rise to pain, and 
occasionally when the patient is lying down with the legs slightly 
flexed, renal ballottement may be elicited, but in women who are six 
or seven months pregnant the size of the uterus will usually prevent 
one from obtaining any data. Under these circumstances the hand 
should be inserted as far as possible under the costal border, so as to 
push the uterus forward, but this is always a difficult matter to 
accomplish, and in the later months of pregnancy is practically 
impossible, and then again it only gives positive results in cases 
where dilatation of the ureter and renal pelvis is very marked. 

The urine varies very considerably; sometimes there is polyuria 
and pollakuria, while on the other hand there may be a very marked 
decrease in the 24 hour amount, due to the fact that the diseased 
kidney no longer functionates. Anuria, due to renorenal reflex may 
arise. The urine may contain very large quantities of pus, which is 
easily recognised by ammonia, while a microscopical examination 
shows white cells in large numbers, occasionally a fairly large pro- 
portion of red cells, some casts and colon bacilli, or other bacteria. 
The presence of pus in the urine gives it a milky aspect, or even a 
greenish hue, while the production of the pus is usually very con- 
siderable and persistent. It may, however, be intermittent, due to 
the fact that by a change in the position of the uterus, the obstruction 
of the ureter is done away with, or, on the other hand, the latter may 
be rendered absolute and consequently the pyuria is more or less 
intense, or may even disappear completely. From the standpoint of 
the prognosis this intermittence is of extreme importance, because 
when the diseased ureter becomes completely obstructed, the urine 
voided during this time will be clear and limpid, which indicates 
that the opposite kidney is normal. 

The urinary disturbances markedly influence the general health, 
and not infrequently the process gives rise at its very commencement 
to serious symptoms, such as repeated and violent chills, accompanied 
by a temperature which may reach 39° or 40°C. The elevation in 
temperature may last for several days or even weeks and then dis- 
appear or considerably decrease, but usually there is a slight evening 
rise. The fever may occasionally take on the characters of a hectic 
fever, presenting those great oscillations which are observed in pro- 
longed suppurative processes. When the suppuration persists, the 
general condition becomes bad after a variable length of time; the 
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patient loses flesh, becomes cachectic, and death will occur if an 
interference is not resorted to. 

Beside the serious forms of pyelonephritis of pregnancy there 
are milder types, so slight indeed that they may even pass by un- 
noticed, and these are the latent forms which were described by 
Bredier a few years ago. In these cases there is only one symptom 
present, namely a cloudy polyuria, which might be mistaken for a 
simple albuminuria of gestation, but the ammonia test is quite 
sufficient to avoid this mistake by revealing the presence of pus. 

As to the diagnosis, the most important point is to differentiate a 
pyelonephritis from cystitis, because very frequently the two condi- 
tions have been confounded. For this reason I will rapidly pass in 
review the symptoms to which they give rise, and will show how they 
vary in the two affections. Cystitis presents three characteristic 
signs, namely bladder pain, frequency in micturition, and pyuria, 
but of these three symptoms only one is common to both cystitis and 
pyelonephritis, namely pyuria. In point of fact there may be pain 
in the region of the bladder in cases of pyelitis, but it is a radiated 
pain, and the bladder is insensible when palpated. Catheterization 
is possible and gives rise to no severe pain, while if two to three 
hundred ce. of liquid is introduced into the cavity no pain results, 
and there is no imperious desire to micturate. Then again, rectal or 
vaginal examination is painless. In pyelonephritis micturition may 
occasionally be more frequent, but this pollakuria is not painful, as 
it is in inflammation of the bladder. 

Pyuria, which is common to both affections, leaves a purulent 
deposit, the remainder of the urine being generally clear in cystitis, 
while in the case of renal lesions the urine is milky and remains so. 
Pyuria is marked and continuous, persisting during the entire 
micturition in cases of pyelonephritis, while in cystitis it is especially 
marked at the commencement and at the end of micturition, a fact 
easily noted by the three glass test. Thus, of the three symptoms of 
cystitis only one is constantly present in pyelonephritis, the other 
two being very variable, but if they are somewhat evident it is clear 
that an erroneous diagnosis may frequently be made. Consequently, 
every time that a pregnant woman presents pus in the urine, and if 
there is no increase in the frequency of micturition, and little or no 
pain in the region of the bladder, one should immediately examine 
the renal region to ascertain whether a pyelonephritis may not be 
present. 

When the process manifests itself by general symptoms indicating 
some deep-seated suppuration, accompanied by the presence of pain 
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in the lumbar region, a perinephritic abscess may be thought of, but 
the local examination will at once put one on the right road to 
diagnosis. In cases of perinephritic collections of pus a diffused 
tumefaction will be found in the lumbar region, although no distinct 
tumour can be made out by palpation, nor can renal ballottement be 
made evident. And still more, the pain is diffuse, while in pyelo- 
nephritis there is a distinct painful point corresponding to the renal 
pelvis. When the general symptoms are very marked, and the pain 
gives rise to evident hindrance to the respiration, a pulmonary or 
pleural lesion may be thought of, but by auscultation nothing is 
found, and the slow evolution of the disease, and the very marked 
lumbar pain and urinary disturbance will soon cause the true seat of 
the affection to be located. The diagnosis of pyelonephritis being 
made, the patient should be carefully questioned as to her urinary 
antecedents in order to ascertain whether a traumatism, tuberculosis, 
or renal lithiasis may not be in play, and it is only after having 
eliminated all these causes that a positive diagnosis of a pyelo- 
nephritis of pregnancy may be made. 

In considering the prognosis the mother and child are to be 
separately taken into consideration, and the first question that arises 
is what are the consequences of the renal process on the health of 
the woman and the evolution of the gestation? As far as the mother 
is concerned it is impossible to formulate any general rule, because 
the progress of the affection varies very considerably from one case 
to another. For example, Bredier studying the latent forms of the 
process, was able to collect 14 cases where the patients were hardly, 
if at all, disturbed by their renal lesion, while, on the contrary, in 
other cases, such as I report in this paper, the general symptoms were 
so serious that the lives of the patients were in danger, and they were 
only prevented from dying by operative interference. Generally 
speaking, however, the prognosis is less serious than in the cases to 
which I refer, and, although the patient may be quite weak, natural 
labour may be awaited, after which the symptoms disappear all the 
more rapidly when the pyelonephritis has commenced late in 
pregnancy. The lesions are not sufficiently inveterate to remain for 
any length of time after the flow of urine, and discharge of pus can 
again take place by a ureter which has become permeable. 

It may be queried as to whether or not the pyelonephritis of 
pregnancy may be the starting point of a chronic nephritis, but in 
order to answer this question the patients must be followed for a 
considerable length of time after their recovery, a thing which has, 
as far as I am aware, not been done. 
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The prognosis as to the evolution of the pregnancy should be 
extremely reserved, because, in some instances, the intensity of the 
general symptoms has obliged the surgeon to interrupt pregnancy, 
while in others the case has ended in a premature labour, but it may 
be said that pregnancy will come all the nearer to term the later the 
pyelonephritis has commenced. The prognosis for the child is still 
more variable, and when a pregnancy goes to term the fetus does not 
appear to undergo any very serious influence from the maternal renal 
lesion, but, on the other hand, the child may be born weak and sickly, 
and die shortly after delivery. It would not appear, however, that 
the vitality of the child is always diminished, because, in one case, 
the baby only weighed 2,700 grams at birth, and nevertheless lived 
and developed well. 

As to the treatment two cases may be met with. In the first the 
renal pelvis empties itself by the ureter, and the general condition 
does not give rise to any alarm. On the contrary, we may meet with 
cases where the kidney ceases to be painful, the retention of pus 
persists, and the patient’s general condition tends to become 
aggravated. These two evolutions in the process necessitate a different 
line of treatment. In the first, medical means, such as milk diet and 
local revulsion may be employed, and a cure is not long in following 
a spontaneous labour, and this perhaps is what more usually happens. 
In the second case a more active intervention must be resorted to, the 
choice being between nephrotomy or the induction of premature 
labour. Nephrotomy is a serious interference, and may result in a 
permanent renal fistula, and under ordinary circumstances does not 
appear to me to be the method of choice, because in a large number 
of cases the renal processes will cause a premature labour, after which 
all the symptoms abate and the patient returns to a normal condition 
by slow degrees. This is easily explained because in reality a 
pyelonephritis merely represents a pocket of suppuration which is 
poorly drained by a ureter compressed by the pregnant uterus, but 
when the foetus is expelled the organ returns to its normal size and 
again takes on its normal relationship to the ureter, so that the latter 
recovers its functions of an excretory canal, the flow of the urine 
becomes re-established and the evacuation of the pus becomes possible, 
and little by little a cure is effected. 

Now, it would appear to me that it is well to follow the natural 
course of pregnancy and in serious cases, where surgical interference 
imposes itself, to empty the uterus, which is a relatively simple 
operation, rather than to resort to nephrotomy, which, in my way of 
thinking, should be reserved for those instances where obstetrical 























230 Journal of Obstetrics and Gynecology 


treatment remains without success. Many cases have been reported 
where serious accidents have ceased after spontaneous or induced 
labour. Without any doubt, by interrupting gestation, the child is 
sacrificed, but, in considering the prognosis, I have pointed out that 
interruption of pregnancy not infrequently takes place spontaneously. 
On the other hand, nephrotomy does not always prevent miscarriage 
or spontaneous premature labour, and usually when the lesions are 
bilateral nephrotomy is contra-indicated and then obstetrical treat- 
ment must be resorted to. There are, however, cases where 
nephrotomy must be done, and these are when, in spite of a mis- 
carriage or induced labour, the patient continues to present symptoms 
of infection, because the kidney is not properly drained, and under 
these circumstances the renal pocket must be opened and thoroughly 
drained. 

I have particularly insisted on these serious cases where operation 
is indicated, but I am far from desirous of conveying the idea that I 
believe all pyelonephrites should be operated upon, because in reality 
the serious cases are fortunately infrequent. One should know how to 
temporize, attentively watch one’s patient, and be ready to interfere 
should circumstances demand, and in closing I would say that the 
degree of fever, the more or less amount of difficulty in the urinary 
secretion, and the patient’s general condition, are the guides which 
will indicate whether or not operative treatment is required. 


The following cases taken from the literature are those that I 
have been able to collect, although in all probability many other 
instances have been recorded; they are however amply sufficient 
to demonstrate that class which may be dealt with from the 
obstetrical standpoint, because this paper has not been intended to 
deal with the surgical aspects of this affection, other than to show 
where the intervention of the surgeon was not required. 


Case 1. (Potocki). E.S., 25 years old, pregnant about four months; 
second pregnancy ; the first having taken place a year ago resulted in the 
birth of a living child, which died at the age of three months from 
pulmonary congestion. Medical antecedents negative. About three 
months after the commencement of the pregnancy the patient complained 
of slight abdominal pain, while pain at the vulva was very sharp, with 
frequent desire to micturate. Leucorrhcea was not more marked than 
ordinarily. Since then the pain on micturition remained, and then a 
pollakuria with cloudy urine developed. A fortnight after the com- 
mencement of these symptoms lumbar pain appeared, in the first place on 
the right and then on the left; the pain was dull, continued and increased 
by movement, which obliged the patient to give up work. The pain lasted 
two days, occurring in attacks and then disappeared, only to reappear 
two days later. The pain continued for a month with the same character 
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until eight days before coming into the hospital, at which time very 
severe attacks occurred, requiring morphine. The pain was especially 
severe on the right side. The patient became pale and lost flesh, sleep was 
poor, likewise the appetite, the tongue was coated, and constipation 
marked; occasional vomiting. Every morning there was a rise in 
temperature, accompanied with slight chill. For a week there had been 
intense dyspncea, but auscultation was negative. The dyspnoea was due 
to the pain on the right side. Examination showed a generally lax 
abdomen, except at the upper right-hand side, where, on account of the 
rigidity of the rectus, it was difficult to explore. Bimanual palpation 
revealed a thickening of the right renal region, and produced such pain 
that the possibility of a perinephritic abscess was thought of. However, 
as there was no superficial cedema or bulging of the lumbar region a 
pyelonephritis was diagnosticated. The abdomen was somewhat dis- 
tended, due to a slight paralysis of the intestine. The uterus, which was 
painless, had attained the size of a four months’ pregnancy, and as 
nothing could be found by bimanual palpation the renal process appeared 
to be alone the cause of the patient’s condition. As the patient’s con- 
dition did not improve by medical treatment, and as the evening 
temperature rose to 39° or even to 40°C., accompanied with slight chill, 
it was decided to interfere. Examination of the urine showed uric acid 
and sodium urate crystals, numerous leucocytes and pavement epithelial 
cells; it was also markedly tinted with indican and urobilin. Urea was 
small in amount, being 8°32 grams; quite marked acidity showing 
40 centigrams of uric acid; 20 centigrams of albumen corresponding to 
the quantity of pus and the marked amount of urobilin indicated the 
involvement of the liver. Artificial labour was induced, after which the 
pain disappeared and abdominal palpation failed to give rise to pain, 
or to discover any tumefaction in the renal region. The temperature 
finally reached the normal, and the patient ultimately recovered. 


Case 11. (Vinay). Patient 42 years of age, pregnant for the sixth 
time. During the seventh month she presented cedema of the ankles, and 
afterwards an infiltration of the lower limbs and the abdominal wall. 
Scanty urine, with much albumen. On August 14th a severe pain, coming 
on at intervals, was felt in the right side of the abdomen, causing the 
patient to believe that she was about to be confined, and on account of 
it the patient was obliged to lie on the right side. The urine became 
purulent, although there was no dysuria and pressure over the hypo- 
gastric region did not induce pain. On September 3rd the patient was 
taken with violent chills, great thirst, and a dry tongue, while the 
abdomen became painful on pressure and the general condition seemed to 
indicate an artificial labour. However, the pains did not come on until 
nine o'clock in the evening of September 4th, and the patient was delivered 
at eleven o’clock of a premature child, which soon died. The fever con- 
tinued for three or four days after the labour, and then rapidly 
disappeared, the urine remaining purulent for some time, but little by 
little cleared up, and the patient recovered. 


Case 111. (Vinay). Patient 26 years of age, pregnant for the first time 
and in the eighth month of pregnancy. Up to this time the general 
health had been good. On December 8th the patient was exposed to 
excessive cold and a long tramp on foot, in spite of her advanced 
pregnancy. In the evening she had a violent chill, followed by three 
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others during the night, and her temperature rose to 40°C. There was 
no vomiting, diarrhoea, or headache. Urine was scanty and cloudy 
when voided, and contained a large amount of pus. Acid reaction, but 
no casts or red cells could be found. Micturition was not painful or 
frequent. At the same time that these symptoms appeared a sharp pain 
was complained of in the right renal region, which was exasperated by 
palpation, and prevented the patient from moving. In the evening of 
the 11th some uterine pains occurred, lasting throughout the night, and 
the patient was delivered at seven o’clock in the morning with forceps on 
account of her generally bad condition and loss of strength. The child 
was alive, and weighed 2,700 grams. The fever and pain persisted for 
several days, but finally, on the 15th of December, the temperature 
remained at normal, and convalescence was rapid. The urine remained 
purulent, but was voided in much larger quantity, and as soon as the 
fever had disappeared it began to clear up. Two weeks after labour the 
urine no longer contained pus, and appeared to be normal. The child 
was given to a wet nurse, and lived. 


Casz iv. (Lepage). The patient, pregnant for the third time, com- 
plained of pain in the renal region, obliging her to remain in her room 
for several weeks. Movement of the child was evident on January 20th. 
On April 18th the patient complained of very severe pain in her right 
renal region, which, upon examination, was found localised to the right 
kidney, which was enlarged. Five days later pus was found in the urine, 
and the morning temperature rose to 38°C. Patient was put to bed and 
revulsives applied to the lumbar region. From the 30th of April to the 
4th of May the temperature oscillated, showing remissions in the morning. 
The urine contained pus, and the bacterium coli was found. The patient 
lost flesh, but the foetus developed perfectly. On May 21st, on account 
of the patient’s poor condition and her intolerance for milk, it was 
decided to interrupt pregnancy ; the quantity of urine passed in 24 hours 
was less than 1 litre. On June 7th labour pains began, and the patient 
was spontaneously delivered. After the delivery the temperature dropped, 
and for ten days it remained at about 38°C., and then reached normal. 
From the eighteenth day the patient could be fed, and began to make 
flesh. To sum up, one was dealing with a patient in her third pregnancy, 
who, at the seventh month, developed symptoms of a right-sided 
pyelonenephritis, which resulted in an interruption of pregnancy at 
eight months and a half. Eight or ten days after delivery the symptoms 
improved, and a rapid recovery followed labour. 


CasE v. (Lepage). Patient 20 years of age, six months pregnant, came 
to hospital September 26th, 1899, having complained of very intense pain 
for a week; temperature 39°9°C., marked diarrhoea, painful abdomen, 
sero-diagnosis negative. The pain was especially marked in the right 
iliac fossa, and was increased by pressure. By palpation muscular 
rigidity was found over the right kidney. Urine quite abundant, cloudy, 
fetid and containing pus. The patient’s condition remained about the 
same, and the fever continued. On October 5th pressure over the right 
lumbar region was very painful, and there was dulness with tumefaction 
and pain on pressure along the course of the right ureter. Labour began 
on October 25th ; the membranes were ruptured, and at five o'clock in the 
evening a small child was delivered weighing 1,360 grams, which survived. 
After the labour the temperature fell to normal, but the lumbar region 
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was still tumefied and very painful, but the temperature remained normal, 
and there was a progressive improvement, so that the patient left the 
hospital on November 24th, the urine still showing traces of pus. The 
child died on November 2nd. 


Casz vi. (Lepage). Patient 24 years of age, menstruated for the last 
time from June 7th to 12th, 1898. At the end of October she was taken 
with gastro-intestinal disturbances, complaining of indefinite pain 
throughout the lower abdomen, which in the first part of November 
became localised in the left iliac fossa and lumbar region on the same 
side. Palpation of the left kidney was painful. On November 6th 
temperature rose to 39°8°C. in the evening, and this rise continued. The 
urine was cloudy, and contained 8 grams of albumen to the litre, along 
with much pus, epithelial cells, and bacterium coli. Local revulsion and 
milk diet improved the condition somewhat, so that the fever disappeared, 
but returned at the end of December. At this time there was very 
marked pain over the right kidney, the temperature went up, and the 
urine was found cloudy, but passed in large amount. On January 27th 
it was decided to interrupt pregnancy on account of the persistency of 
the fever and the poor general condition. The foetus was deeply engaged, 
and probably compressed the ureters. On February 2nd artificial labour 
resulting in the delivery of a child weighing 2,150 grams, which lived. 
After the labour the temperature became normal, and the patient left the 
hospital during April still showing some pus in the urine. 


Casz vi. (reporter?). Patient 20 years old, complaining of pain in 
the lumbar region. Antecedents negative. Gastro-intestinal disturbances, 
with vomiting for three months. Last menstruation at the commencement 
of March, 1895. In September, there was sharp pain in the right renal 
region, and the urine was found to contain 50 centigrams of albumen 
per litre. Milk diet. Pain still continued sharp. Patient examined at 
the end of September. Uterus at about seven months; sharp pain and 
distinct fullness in the right lumbar region. Milk diet continued, and 
local revulsion over the kidney, with improvement. On October 10th, 
new attack. Urine showed albumen, red and white cells and casts. Right 
lumbar region showed all the symptoms of a pyelonephritis. Same treat- 
ment. December 14th, slow labour, with application of forceps at the 
inferior strait; delivery of a living child weighing 4,000 grams. 
Temperature 39°C. The temperature remained high, so that six days 
later the uterus was curetted, and in the débris removed were found 
large numbers of streptococci. Injection of Marmorek’s serum. On 
December 21st the temperature was 38°5° in the morning and 39°C. in 
the evening. General condition better. The patient then slowly recovered, 
the pus and albumen decreasing in the urine, so that she was allowed to 
get up on January 11th. 


Casz vit. (Bebrax). Patient 27 years of age, entered the service of 
Dr. Schwartz on February 2&th, 1901. She was four months pregnant, 
and complained of sharp pains in the right lumbar region. On account 
of the increase in size of the abdomen examination was made difficult, 
but the right kidney was found larger than the left. Nephrotomy was 
done on March 5th, revealing an enlarged kidney, which, when opened, 
was found to contain several pockets containing a whitish fluid with 


shreds, and with walls composed of a whitish tissue. The cavity 
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was sutured to the wound and drained. After the operation the patient’s 
general condition improved considerably, and the wound healed slowly by 
granulation, but the patient aborted on May 3rd, although no complica- 
tions arose. 


Casz 1x. (Reblaud). Patient in good health, pregnant for the first 
time. During the fifth month of pregnancy she was suddenly taken with 
severe diarrhoea and fever. The same symptoms continued the next day, 
but the patient also complained of a severe buccal inflammation. Urine 
scanty, highly coloured, without any deposit. During the day very 
sharp pain occurred in the right lumbar region, and on the next day the 
urine became cloudy. On the following day the temperature fell, but the 
right renal region remained painful, and the urine contained much pus. 
A diagnosis of right-sided pyelonephritis was made, and more careful 
examination of the urine showed a large amount of pus containing a pure 
culture of colon bacilli. For several months afterwards the patient 
remained in about the same condition. The right renal region continued 
somewhat sensitive, and the urine contained much pus. The left kidney 
had never been painful, and appeared perfectly normal. Such was the 
condition of the patient up to the eighth month of pregnancy, after 
which time she was lost sight of. 


Case x. (Reblaud). Patient 30 years of age, primipara, six months 
pregnant. For about a month has complained of frequent desire to pass 
urine, and since this time the urine has become cloudy. Examination 
revealed large quantities of pus in the urine, but the bladder was not 
painful. Its capacity being considerable, although micturition was 
frequent, it was not painful, so that the explanation of the morbid 
phenomena was looked for in the kidney. The left renal region was 
painless on pressure, and the kidney could not be felt. On the other 
hand, pressure in the right lumbar region gave rise to pain, and the 
kidney was found increased in size. A careful examination of the urine 
showed that the deposit was chiefly composed of pus and the colon 
bacillus, which, bacteriologically, proved to be in a pure culture. 


Case x1. (Cumston). Patient 37 years of age, mother of four 
children, the last one being born five years ago. Was referred to me by 
Dr. H. F. MacLeod, of Dorchester, in the latter part of May, 1905, for 
diagnosis. The patient had not menstruated for five months, and, 
although supposing herself pregnant, she did not experience the same 
discomforts that she had on previous occasions, and, at the same time, 
noticed that her abdomen was unusually large for the supposed period of 
pregnancy. Examination revealed a uterus extending two fingers’ breadth 
above the umbilicus, pushed somewhat to the right, while in the left flank 
a second growth the size of a large orange could be distinctly made out. 
The diagnosis of a left-sided ovarian cyst complicating pregnancy was 
made and operation advised. General examination of the patient at 
this time was negative in every respect, the urine being perfectly normal. 

The patient entered the Dorchester Cottage Hospital, and on June 2nd 
I removed a cyst, the operation taking 25 minutes. She made a rapid 
convalescence, the stitches being removed on the ninth day, perfect union 
having taken place. The recovery from the abdominal operation was 
perfectly normal, the temperature never exceeding 100°. On June 19th 
she complained of chills, and the temperature was found to have reached 
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102°F., and the pulse 110. For the next four days the temperature 
oscillated between 100° and 102°, the bowels were constipated, the patient 
had slight chills from time to time, and the tongue became dry and 
cracked. A blood-count and Widal’s test were made on June 24th and 
were negative in every respect. However, when the urine was submitted 
to examination, it was found to contain almost one-third its bulk of pus, 
its sp. gr. was 1,020, colour high, urea 25 mgms. per cc., with slight 
decrease in chlorides, and bacterium coli in large numbers. The patient 
also complained of pain in the right renal region, and on palpation the 
kidney could be felt. During all this time the uterus had continued to 
develop normally and the foetus was active. 

To make a long story short, the patient’s condition became more 
serious. She was drowsy much of the time, and gave every symptom of 
chronic sepsis; the pulse ranged between 100 and 110 or more, and the 
temperature only reached normal on one occasion. Finally, on July 9th, 
on account of the desperate condition of affairs, it was decided to perform 
forced dilatation of the cervix and artificial delivery. After this, the 
patient improved somewhat as to her general symptoms for the next three 
or four days, and the pus considerably diminished. On the fourth day 
following the delivery the pus again appeared in large quantities in the 
urine, and the temperature shot up to 103°, and she began to develop still 
more alarming symptoms of septic poisoning. On July 14th she com- 
plained of pain in the left renal region, and by palpation the lower pole 
of the kidney could be easily detected and was decidedly tender on 
pressure. The right kidney could also be palpated, but was not tender. 
The patient was carefully watched, but as an absolute milk diet 
accomplished nothing, in sheer desperation, operation was decided upon, 
and on July 22nd the left kidney was exposed and decapsulated; it was 
greatly enlarged and intensely congested, but easily decapsulated. The 
right kidney was then exposed and found considerably disorganised, its 
pelvis being dilated to four or five times its normal size and containing a 
large quantity of purulent fluid. This kidney was decapsulated, and 
drainage tubes introduced into the renal pelvis through the parenchyma. 
The operation lasted 35 rinutes. The patient stood the operative shock 
well, but gradually sank and died early the next morning. No autopsy 
could be obtained, but the right kidney was removed and presented 


all the macroscopical and microscopical characteristics of advanced 
pyelonephritis. 
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Iniencephalus.* 
BY 


Mavp E. Axssort, M.D., 
Assistant Curator, Pathological Museum, McGill University, 
AND 
F. A. L. Locxuart, M.D., ete. (Edin.), M.D. (McGill), Gynecologist 
to the Montreal General Hospital and to the Protestant Hospital 
for the Insane, Verdun; Lecturer on Gynecology, McGill 
University, Montreal. 


INIENCEPHALY is very rare. The brain is situated to a large extent 
within the cranial cavity, but partly outside of it, behind and a 
little below the cranium, which is open in the occipital portion. 
Saint Hilaire only knew of one case. H. F. Lewis collected twenty- 
two cases, which he reported in the American Journal of Obstetrics 
in 1897. To this list, we are able to add a precise description of two 
others. Of these, one very good undissected specimen can be seen in 
the pathological museum of McGill University, where also the 
mounted skeleton of the authors’ foetus is preserved. 

In studying this series of cases, various points in common are to 
be observed. For instance, the three chief characteristics are 
occipital defect, spina-bifida, and foetal retroflexion. Out of the 
28 cases, the sex was mentioned in 23, and of these no fewer than 19 
were females. In six there was a superabundance of liquor amnii, 
while hydrocephalus was co-existant once. Seven of the foetuses had 
reached full term, two 8} months; two 8 months; one 6 months; 
one 54 months; and one 5 months. The presentation was vertex in 
two, foot in two, face once and pelvic once. The monster was 
accompanied by a twin twice. In but one case was there any history 
of any woman having previously given birth to a malformed child, 
and that was in Case 6, where the monster was the woman’s fourth 
child, her first one having a spina-bifida, while the second and third 
were normal. 

Lewis divides his cases into three classes. First, those without 
any encephalocele, which he terms “Iniencephalus Clausus.” 
Secondly, those having only a small encephalocele, these, with the 
latter, being true iniencephaly. Lastly, those cases where there is a 
large encephalocele, but where the other characteristics of 


* Read at a meeting of the Canadian Medical Association, held at 
Vancouver, B.C., August, 1904. 





Dr. Evans’ Case. Anterior View. 











Il.—-Dr. Evans’ Case. Posterior View. 
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iniencephaly are so well marked as to leave no doubt as to their 
character. This class he calls “Iniencephalus Apertus.” 

1. Evans’ Case. This specimen is in the Pathological Museum of 
McGill University, Montreal. The fetus is a small female, showing 
marked retroflexion of the head, so that the occiput merges into the 
back at a point 4°25c.m. above the anus. The face looks almost 
directly upwards, its longest diameter running from the occiput to 
the upper lip. The fetus measured 39c.m. in length. The other 
measurements were :— 

Anus to base of nose 

Occipito-frontal 

Occipito-mental 

Sub-occipito bregmatic 

Bi-parietal 

Bi-temporal 

Fronto-mental 

Circumference of head at levelof O.F.diameter 28°5 c.m. 

The face is well formed and the head well covered with hair, 
which is dark, and extends very low on the forehead, but not 
abnormally low at the sides. Behind, this hair stops abruptly at the 
junction of the occiput with the back. The anterior fold of the neck 
is obliterated by the retroflexion of the head. Both ears are abnormal 
in form. The extremities are flexed closely upon themselves, and 
there is a left talipes varus. In the middle line of the back, just 
below the occiput, is a round, bluish-red elastic nodule the size of a 
bean, indicating a spina bifida. 

No skiagram could be obtained owing to the saturation of the 
specimen by the mercurial solution in which it had been kept. 

2. This specimen was presented to McGill Pathological Museum 
by Dr. Dewar, of Ottawa. The mother was the subject of rickets 
and cerebral syphilis. She gave birth to a full-term female fetus 
of large size, measuring 33'5 cm. from the heel to the middle of the 
anterior fontanelle. The head is retroflexed, the occiput, just below 
the posterior fontanelle, becoming continuous with the back in the 
intra-scapular region 8'25cm. above the anus. The arms are in 
extension, and the lower extremities are flexed upon themselves. 
Through the retroflexion of the head, the fold of the neck anteriorly 
is completely obliterated. The face looks obliquely upwards, the 
anterior fontanelle upwards and backwards. The facial expression 
is natural, and the head is covered with thick black hair, which grows 
far down laterally below the ears to the shoulders, running 
particularly low on the left side, where it reaches the level of the 

17 
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scapula. On this side, a strip of scalp about 3cm. wide on a level 
with the forehead is quite bare of hair. The ears are placed low 


down near the neck, and the left one is slightly anomalous in form. 
The diameters of the head are :— 


Occipito-frontal 
Occipito-mental 
Sub-occipito bregmatic 
Bi-temporal 


The trunk is very well nourished. In the middle line of the 
back, about 2cm. below the occiput, is a small tuft of hair; about 
25 cm. below this is a dimple, and at a similar distance lower down, 
just a short distance above the coccyx, is another depression, slightly 
deeper than the first. The anus is perforate. The lower part of the 
thorax and the abdomen are prominent and rounded. There is an 
umbilical hernia about the size of a walnut. It is a soft reddish- 
brown mass of tissue, and is elastic, as though it contained fluid. 
The cord arises from this mass. The upper extremities are normal, 
and the nails are well formed. There is a marked talipes equino- 
varus of the left foot, and a slight one of the right foot. On the toes 
the nails are rudimentary. In the skiagram, the basis cranii is seen 
to be high up and the occiput to be adherent to the bodies of the 
vertebre in the lower dorsal region. There is a lordosis of the 
lumbar and lower dorsal regions. 


3. The author’s specimen was given him by Dr. A. R. Griffith, 
Montreal, in whose practice the case occurred. The radiograms 
were taken by Mr. Watson, radiographer to the Montrea] Genera! 
Hospital. The mother is a healthy ii.-para, 27 years of age. Her 
last child was only 11 months old when this monster was born, and it 
had been nursed for nine months. Both of the previous children 
were healthy and well formed, and there was no history of any 
malformation having occurred among any of the parents’ family 
connections. Nothing unusual had been noted in connection with 
the pregnancy, and the presentation was normal. Delivery was 
natural and easy. There was a large amount of liquor amnii, but 
the placenta was rather small. The measurements are :— 


Occipito-frontal 9°25 em. 
Occipito-mental 10 em. 
Bi-temporal 6:5 em. 
Bi-parietal 

eee 06 OE occa 29 cm. 





LL. Authors’ Case. Anterior View, 








IV. Authors’ Case. Posterior View, 
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Head and trunk: 


Circumference around shoulders 
Occiput to anus 

Cord to base of penis 

Shoulder to finger-tip 

Fold of the thigh to knee 

Fold of the thigh to external maleolus 


A condition of double talipes exists. Inspection of the cord 
shows no abnormality until a transverse section is made, when the 
artery is seen to be accompanied by only one vein. 


The child is retroflexed upon itself and rotated to the left upon 
its vertical axis, so that the face looks slightly upwards and to the 
left. The eyes, mouth, and nose are well formed, and the ears are 
deep set, but symmetrical. The whole head is covered with dark hair, 
which has the usual distribution, except that it extends abnormally 
low on each side posteriorly. The anterior neck sulcus is obliterated 
except just in front, where there is a small submental hollow. 
Posteriorly, a globular swelling, cystic in character, extends from 
the anterior angle of the posterior fontanelle to the middle of the 
back, and on either side as far as the middle line of the neck. This 
mass gives the head an ovoid shape, the long diameter of which runs 
from left to right, with an inclination slightly backwards and down- 
wards, owing to the left lateral flexion of the spinal column. No 
sign of an abdominal fissure can be observed anteriorly, but 
posteriorly, immediately below the cystic swelling, is a spina bifida 
which measures 38cm. in length and 1'12cm. in its broadest part, 
which is above. This fissure is covered by a thin whitish membrane 
which extends out further on the right side than on the left. The 
spina bifida extends as low down as the 2nd lumbar vertebra, while 
from the 11th dorsal up it forms the floor of the cranial cavity. On 
the left side, the occiput is attached by ligaments to the transverse 
processes of all the cervical vertebre as well as the upper six dorsal, 
while on the right side the attachment extends down as low as the 


10th dorsal. 


On opening the abdomen, the liver is seen to be larger than 
normal, and to be displaced downwards. It is attached to the 
anterior abdominal wall by a thin velamentous membrane, the other 
hepatic ligaments being normal. The left lobe is decidedly the 
larger of the two. The heart contained a patent foramen ovale, but 
was otherwise normal. The kidneys were represented by a horse-shoe 
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shaped kidney, lying across the spine, with the two ureters running 
from it to the bladder. 

Dissection of the scalp showed the anterior and posterior bellies 
of the occipito-frontalis to be well developed, and to be united by 
fascia over the vertex, while the posterior portions lost themselves 
over the coverings of the encephalocele. This latter formed a 
bilobed swelling, the larger of the two (the right) being about the 
size of a Tangerine orange, and the smaller that of a large walnut. 
The sac was covered by a thin, tough, fibrous membrane directly 
continuous with the periosteum covering the bones of the cranium 
and but slightly adherent to the dura mater beneath. This latter 
structure formed the wall of the sac, which protruded from the 
cranial cavity. The sac contained thin chocolate-coloured fluid 
(2 ounces), in which was apparently the cerebrum, the convolutions 
of which were fairly well marked, although flatter than usual. On 
opening up the cerebrum, the ventricles were seen to be widely 
dilated by an internal hydrocephalus, the brain-substance remaining 
about }in. thick around these cavities. Removal of the cerebrum 
showed the foramen in the occipital bone to be bridged across by 
another fold of dura mater, which bulged outwards, and which 
enclosed a mass of nerve tissue about the size of a walnut, 
quite smooth, and without any folds whatever. Section of this 
showed that it enclosed a large cavity. This mass appeared to be the 
cerebellum. Contained within the cranium itself was a large mass 
of soft gray nerve tissue, which was apparently continuous with the 
medulla. The defect in the occiput is about 2cm. below the 
posterior fontanelle, and is apparently an enlarged foramen magnum. 
All the embryonic parts of the occiput can be made out along its 
boundaries. 

The spinal canal is open in its whole extent, except at the 
12th dorsal and 1st lumbar vertebre, the arches of which are present, 
and form a bony roof to the greatly enlarged vertebral canal, which 
is thus closed in just before it widens out to form the floor of the 
altered cranio-rhachidian cavity. The occiput is adherent to the left 
side of the 12th dorsal vertebra. Owing to the flexion of the foetus 
on its lateral axis to the left, and also to its retroflexion upon itself, 
a peculiar deformity of the thorax is produced. The ribs on the 
right side are widely separated from each other, while those on the 
left are closely jammed together. They are also deflected down- 
wards, so that a defect in the bony framework of the anterior wall of 
the chest results. The defect is much larger on the right side, and 
is bridged across by the Ist and 2nd ribs, its upper boundary being 


Authors’ Case. View of opening in cecipital bone, showing 
interior of skull, lateral rotation of skull to the Jeft and 
attachment of the left side of occipital bone to lateral processes 
of the cervical and 12th dorsal vertebre. 
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formed by the clavicle, its lower by the 4th rib. The defect on the 
left is smaller, and is bounded above by the clavicle, below by the 
upper four ribs, which are bound closely together, resembling at first 
sight one structure. The clavicles are large and strong, having the 
acromial end bent sharply down to meet the scapul, and approaching 
each other closely (within 1 cm.) above the sternum, with which they 
articulate along its upper border. On the right side the ribs are as 
follows :—The 1st arises from the middle of the shaft of the second; 
it is a small cartilaginous process running forwards and upwards, 
to be inserted in the second segment of the sternum about 2cm. 
below its upper margin. The second arises from the 2nd dorsal 
vertebra; the 3rd, as a bony process in common with that of the 
opposite side, in front of the body of the 3rd dorsal vertebra. These 
2nd and 3rd ribs unite about the centre of their shafts to form a 
single broad flat bone, from which a single costal cartilage, becoming 
narrower as it passes to be inserted into the sternum just below the 
attachment of the Ist. These three ribs form a bridge across the 
upper third of the defect on this side. The 4th rib arises, with that 
of the opposite side, as a bony bridge in front and at the right of the 
body of the 4th dorsal vertebra. It is narrow and curves sharply 
downwards and forwards, forming the lower boundary of the defect. 
The 5th is broad and heavy, as are also the remaining ribs, and, 
except for a sharp curve at their origin, run straight forwards. The 
intercostal spaces are very broad, and there is a 13th (supernumerary) 
rib which is joined at its tip to the 12th, which latter is very long 
and broad. 

On the left side, the 1st and 2nd arise from the corresponding 
dorsal vertebre; the 3rd and 4th as a bony bridge, in common with 
those of the opposite side, in front of the bodies of the 3rd and 4th 
dorsals. All four are bound together, forming the lower boundary 
of the defect in the left thorax. The lower eight ribs lie close 
together, are narrow, especially at their origin, and the lower four 
have grown together, forming a broad, flat, bony process. No 
supernumerary rib is present on the left side. 
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Monster of Seventh Month removed by > 
Hysterectomy.* 


By H. Macnavcutron-Jones, M.D., M.A.O. 


THE patient from whom the foetus was removed was 43 years of age. 
She conceived one month after marriage, and the operation was per- 
formed during the seventh month of pregnancy. The facts of the 
case are, briefly, these : — 

From the time that she knew she was pregnant her mind became 
disturbed, inasmuch as her father and uncle were both insane; one 
cousin was also insane and two other cousins mentally affected; she 
herself had married her first cousin. Before I saw her, during the 
fourth month of pregnancy, she had consulted two obstetricians as to 
her condition, who considered that the uterus was myomatous, but 
did not interfere. Her mental state becoming more serious, and 
suicidal tendencies developing, with insomnia and some hallucina- 
tions, I was consulted as to the advisability of terminating the 
pregnancy. On examining the uterus I could not then find the fetal 
pulsations or projections, and the uterus appeared generally hard 
and somewhat irregular in outline, especially the cervix, which had 
a myomatous feel, but I could not definitely distinguish any myoma. 
A few weeks later, as her relatives were getting more anxious about 
her, Mr. Alban Doran saw her with me in consultation. The condition 
was much as I had found on the previous examination, but now the 
foetal pulsations were heard for the first time, and a weak placental 
souffle. Considering all the facts of the case, it was thought advis- 
able to terminate the pregnancy during the seventh month, and if 
there were serious difficulty in carrying this out, to perform Cesarean 
section or hysterectomy. 

On the two hundred and seventeenth day a sterilised tent was 
introduced, and dilatation of the cervix commenced. The latter was 
very hard, and it was with difficulty that a fair-sized tent was passed. 
The gradual dilatation was continued on the following day, and 
on the next morning dilatation was sufficiently completed to 
enable the finger to be passed, and the presentation, which was a 
shoulder one, to be made out. It was my intention to dilate with a 
Bossi’s dilator, but the cervix felt so thick and resistant that on 
consultation with Mr. Doran, who was present, I determined to per- 
form hysterectomy. This was carried out as rapidly as possible by 


*Read at a meeting of the Obstetrical Society of London, July, 1905. 
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the supra-vaginal method, and on removal of the uterus I immediately 
extracted from it the living foetus, which proved to be the monstrosity 
reported on by Dr. Cuthbert Lockyer, who assisted me at the 
operation. 

On opening the uterus, a small intra-uterine myomatous tumour 
was found near the fundus. Subsequently the uterus itself, with the 
placenta, was sent to Dr. Cuthbert Lockyer for examination. <A point 
I wish to notice is, that there could have been but very little liquor 
amnit present. None escaped when the examination was made, and 
certainly very little during the hysterectomy. The recovery, with 
the exception of some hallucinations returned for a few nights, was 
uninterrupted. She is now in perfect health. 

With regard to the foetus, it evidently comes under Klebs’ 
classification, adopted by Neugebaur, of “gynandroid,”’ “ feminine 
and complete,’ where the external genitals approach the masculine 
type, and the internal genital organs are feminine, more or less 
developed. Also, it adds another to the many instances in which 
psychic influences on the part of the mother have to be accepted as 
probable factors in the causation of the pseudo-hermaphroditism, 
insanity being present in one of the parents in many instances. The 
coincidence is also interesting that the mother received a severe shock 
on being approached by a beggar who had neither feet nor hands 
during the early part of her honeymoon. Finding subsequently that 
she was pregnant, she became convinced that her child would be a 
monster. 

With regard to the operation, there are three points obviously 
open to criticism: (1) Why terminate the pregnancy and not allow 
it to proceed for the full term? (2) Why perform the radical rather 
than the conservative operation? (3) What was the justification for 
the view that the uterus was myomatous, when the pathological 
report of the supra-vaginal portion does not bear this out further 
than by the presence of the small interstitial myoma found in it? 

To the first, the reply is the mental and physical condition of the 
woman, the strong element of heredity, the belief that the lower 
segment of the uterus was myomatous, and the uncertainty as to its 
general myomatous state. To the second, a portion of the reply to 
the first also applies here, taking into consideration the mental risk 
to the woman by the chance of another pregnancy. It was also 
thought that there was less risk to her than would attend the division 
of a myomatous uterus. To the third it was clear that the uterus 
was not normal in the cervical zone, and this was ascertained on 
dilatation. Though no distinct tumour could be defined, the uterus 
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was considerably enlarged posteriorly, and very hard. There was 
also the irregularity of the outlines of the uterus. In connection 


with this point the very small quantity of liquor amnii has to be 
remembered. 


Dr, Cuthbert Lockyer’s Macroscopical Report. 


“The placenta is normal in appearance, size, and position. 

“The uterus contains one myoma only; this is situated in the 
posterior wall, midway between peritoneum and mucosa. It is a 
small body, oval in shape, with its longest diameter measuring one 
inch, and on section shows hemorrhagic areas in its interior. The 
rest of the uterine wall seems perfectly normal. On the posterior 
aspect of the right cornu the peritoneum of the uterus is studded with 
pink, glistening, jelly-like granulations. The nature of these bodies 
is uncertain; sections will be prepared of the same. The Fallopian 
tubes appear normal in all respects. The stumps of the round liga- 
ments show that these structures are hypertrophied. The left ovary 
on section shows a corpus luteum, measuring } an inch in its longest 
diameter. The ovaries are thin, flattened out, very puckered, and are 
studded with the same type of granulations referred to as existing on 
the back of the left cornu of the uterus. 


“The foetus measured 14 inches in length. The cranium is per- 
fect, but there are several facial abnormalities. These include com- 
plete hare-lip and cleft palate, absence of the right palpebral fissure, 
its place being occupied by the orbito-nasal groove, which runs from 
the angle of the nose upwards and outwards to the fronto-malar 
junction; in the centre of this groove pressure reveals a shallow and 
imperfectly developed orbit. The ears are perfect, the body is per- 
fect, the sex is hermaphrodite. The genitals externally present a 
stunted penis in a state of complete hypospadias. At the root of the 
penis a smal] slit-like aperture leads into a canal which passes inwards 
for half an inch. The scrotum is bifid, presenting as two pouches on 
either side of the peritoneum; these lead into the infundibuliform 
processes of peritoneum on either side. Internally there are seen 
the normal female genitalia, consisting of uterus, Fallopian tubes, 
and ovaries; no testes can be found. The kidneys and ureters are 
normal. The external genital aperture ends blindly before reaching 
the external os uteri, the upper part of the vagina being represented 
by a fibrous cord. 

“No urethral aperture can be found leading to the genital passage, 
and the bladder itself appears rudimentary.” 











Anterior View of Foetus showine Facial Abnormalities 


and External Genitalia. 





Internal Genitalia of Foctus, 
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Histological Report. 


“A section has been taken through the uterine muscle and 
peritoneum to show the structure of the nodules adherent to the 
peritoneum. These are composed of coagulated lymph, which is 
undergoing organisation. The muscle tissue beneath the peritoneum 
is very edematous, and the peritoneum itself is thickened. 

“The myoma present has for the most part a very dense and 
compact structure, but it contains small areas of myxomatous and 
hyaline degeneration. 

“There is a strand of decidual tissue adherent to the uterine 
muscle; the latter is infiltrated with decidual cells and leucocytes 
for a short distance. The muscle-bundles are widely separated by 
lymphatic clefts, and the vessel-walls are hypertrophied. There is 
nothing abnormal to pregnancy in these changes.” 
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Anencephalic Foetus removed from the Uterus during 
an Acute Attack of Gonorrhceal Endometritis; sub- 
sequent Cceliotomy for Gonorrheeal Salpingitis.* 


By H. Macnaveuton-Jones, M.D., M.A.O. 


THE patient, aged 24, had been married four years. Three months 
after her marriage she aborted, and from the description given by 
herself and her husband, it would appear to have been a molar 
pregnancy. In the same year she again conceived, and was very ill 
during her pregnancy, which terminated in the sixth month. The 
foetus was dead, but perfect. She again conceived thirteen months 
subsequently, the pregnancy terminating at full period with a living 
child, which is alive and healthy. Ever since this labour she has 
had a vaginal discharge, for some days before each period, which 
latter has always been attended with considerable pain; in fact, she 
has never felt well. 

The patient consulted me for dragging pains in the lower part of 
the abdomen and inability to take exercise. She was last unwell two 
months previously. When I saw her there was no discharge from 
the vagina, but later on a slight sanguineous discharge appeared. 
The pains increasing, with recurrent sickness, she was kept under 
observation, and on the seventy-ninth day of the pregnancy a con- 
siderable discharge of pus tinged with blood escaped from the uterus. 
The report on the former was as follows :— 

“The discharge is highly purulent, and contains a very large 
number of organisms; these are chiefly bacilli which retain Gram’s 
stain. The gonococcus is present in fair numbers.” 

On the following day I operated and removed the foetus exhibited. 

Dr. Cuthbert Lockyer’s report on the foetus was as follows :— 

“The calvarium is represented by a flaccid membrane a few lines 
in thickness, on opening which the base of the skull and the foramen 
magnum are exposed, without the intervention of any brain tissue. 
The orbital plates are present, and the squamous portions of the 
temporal bone are outlined. The occipital bone is represented by its 
basal part only, the os epartum being entirely absent. The petrous 
portion of the temporal bone is represented by membrane only. This 
is, without doubt, an anencephalic.” 


There was recurrence of a purulent discharge on the sixth day 


* Read at a meeting of the Obstetrical Society of London. 
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after operation. From this time the uterus was douched and cleaned 
out daily, and various applications were made, succeeded by iodoform 
packings. Gradually the discharge lessened and the uterus dimin- 
ished in size, the cavity of seven inches at the time of operation being 
reduced to five inches. She had a period five weeks after the opera- 
tion, but when this ceased some discharge showed itself, which again 
proved to contain the gonococcus. 

Fifty days after the operation she was seized with severe abdominal 
pain. The temperature rose to 102°8°, and the pulse to 112. The 
next day the temperature rose to 103°. There was now pain with 
tenderness over the lower part of the abdomen. On the following 
day I performed cceliotomy, removing both tubes and ovaries. On 
viewing the pelvis I found the rectum and the uterus covered with 
soft lymph posteriorly, and layers of the same exudation spread in 
various directions over the pelvic viscera and the bowel. The right 
tube was especially enlarged and inflamed, and pus was fiowing from 
its fimbriated extremity. The tubes were removed up to the uterine 
cornu, from which a small wedge-shaped portion was taken before 
closure. 

With a small piece of natural sponge I carefully cleaned off all 
the exuded lymph from the bowel and pelvic surfaces, then cleansing 
the pelvis with a weak formalin solution. The patient is now per- 
fectly well. I have examined the uterus a few times since the opera- 
tion, and it appears quite healthy. There is no discharge. 


Bacteriological Report. 


“Coversmear preparations were made from the pus in the tube, 
and it proves to contain only a very few bacteria, all of which are the 
gonococcus. Various culture media have also been inoculated from 
the pus, but the medium has in each instance remained sterile.” 


Histological Report. 


[ Unfortunately, the right tube, the larger of the two, which was 
removed separately, was not sent to the laboratory. | 

“The specimen consists of the left Fallopian tube and the ovary 
united by the mesosalpinx, and the right ovary. 

“The tube was slit open longitudinally. In doing this is was 
found to contain pus, and from this films were prepared for bacterio- 
logical purposes. 

“The lumen of this tube is divided into segments by bridles of 
fibrous tissue. The mucosa is very swollen and succulent, and pouts 
out beyond the cut edges of the muscular wall. The latter is not 
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notably thickened, the stress of the inflammation falling on the 
mucosa alone. 

“The left ovary is slightly enlarged. It contains several small 
cysts, which on microscopical examination prove to be distended 
Graafian follicles. There is some round-celled infiltration in the 
cortex of the ovary, just beneath the tunica albuginea. A well- 
marked epithelial lutein cyst is seen, the epithelium having a 
columnar shape. No healthy follicles have been found. The density 
of the stroma varies; in parts there is edema, in parts fibrosis. The 
general condition is one of chronic odphoritis. 

“The right ovary is smaller. It contains a cyst, whose diameter 
is equal to that of a shilling, formed by degeneration in a corpus 
albicans. There are many follicles containing ova. In several the 
ova persist, even though the follicles are quite cystic. There is a 
good deal of dispersed degeneration lutein tissue throughout this 
ovary. 

“The general condition is that of chronic odphoritis.” 




















Showing cutaneous fold concealing 


posterior part 
of the Introitus. 
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Abnormality of the Introitus. 
By H. Macnaveuton-Jones, M.D., M.A.O. 


I ruink that the abnormality shown in the accompanying drawing, 
which was taken at the time of operation, is worth calling attention 
to. 

Some years since a patient was sent to me for examination under 
the following circumstances : — 

A decree of nullity of marriage was being sought for on the plea 
that co-habitation was resisted and had become impossible. There 
was no doubt, however, that for some time after marriage there had 
been intercourse, and, indeed, that abortion had been brought about 
on two occasions. On examining the orifice, I found that its 
posterior two-thirds was concealed by a fairly thick cutaneous fold, 
a prolongation forwards of the perineum, directly continuous with 
the skin of the labia at either side, and lined by mucous membrane 
internally. Beneath were the remains of the ruptured hymen. 

The patient acknowledged that of late coitus had become un- 
bearable, this posterior fold being exquisitely sensitive. She also 
admitted that she had consequently resisted on several occasions. 
The case was permitted to go by default, and the decree was granted. 


I was consulted last year by a lady for dyspareunia. She had 
been married seven years, and had no family. Coitus was always 
difficult, and for the last few years had become impossible. 

On examining her I found precisely the same abnormality as I 
have described, and I advised ablation. The accompanying drawing 
was made while the patient was anesthetised. I removed the fold, 
leaving a perfectly normal introitus. I brought the mucous and 
cutaneous surfaces together by a row of Michel’s clamps, primary 
union resulting. The patient is now pregnant. 

Unfortunately the fold removed was not kept, so I cannot say 
whether there was any muscular structure between the skin and 
underlying membrane. But, to the best of my belief, there was some 
muscular structure. 

This congenital condition may be due to some very early fault in 
development, as in those cases of female pseudo-hermaphrodism in 
which the labia majora are adherent, with the result that there is a 
resemblance to a scrotum. 
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A Case of Complete Inversion of the Uterus in 
Parturition, 
BY 


A. Apatr DIGHTON, 
Hon. Obstetric Physician, Cheltenham District Nursing Association, 


AND 


J. Rupert Cotiins, M.D., B.A.O. (Dub. Univ.), L.M., 
Rotunda Hospital. 


Inversion of the uterus is an event of extreme rarity in parturition. 
In the Vienna Maternity 250,000 labours occurred between 1849 and 
1878 without a case. Winckel had 20,000 labours without a case; 
and in the Rotunda Hospital, out of 100,000 labours there was but 
one case of inversio uteri. Out of 6,302 labours attended by the 
Cheltenham District Nursing Association the case here described is 
the only instance in their records. The patient, a well-developed 
woman of twenty-four was in her second labour. True labour pains 
came on at two p.m. and at four p.m., the nurse, a certificated and 
experienced midwife arrived. The os was then fully dilated, the 
membrane intact and low down. The nurse punctured the mem- 
branes, but very little liquor amnii came away. The pains continued 
but the head made but slow progress. The child was born at five p.m., 
five minutes elapsing between the birth of the head and that of the 
rest of the child. The cord was coiled once round the neck, twice 
round the body and once round a leg. The funis felt quite taut, and 
by its tension was evidently causing powerful traction on the placenta. 
The cord was freed by the midwife, and the baby, a strong male child, 
was delivered. It was now noticed that the uterus was very small 
and low down; the patient however was apparently all right. After 
the lapse of half an hour the nurse tried to express the placenta, at 
the same time directing the patient to bear down. The woman did 
so, and at once began to retch and show signs of collapse. A small 
rush of hemorrhage took place, and a large tumour appeared behind 
the placenta. No traction had been made on the cord. 

(‘ne of us now arrived, and found the entire uterus inside out, 
resting upon the bed, with the placenta adherent and the membranes 
covering it. No hemorrhage was taking place now, nor had the 
iient lost much blood, but the degree of collapse was extreme. 
The placenta and membranes were removed, and the uterus was 


otyeed in a how] of eyllin 1 in 200 and well washed. After a thorough 
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cleansing, the uterus was replaced without difficulty, this being done 
within forty minutes of its expulsion. The uterus and vagina were 
again douched with cyllin, and the uterus lightly packed with iodo- 
form gauze, wrung out in boric lotion. Coffee, saline injections per 
rectum, and strychnine 1/,,th gr. hypodermically were given, but no 
pulse could be felt for some hours. A second attack of collapse took 
place at 7-30 p.m., but after the administration of brandy by the mouth, 
and the application of hot flannels over the heart, the patient again 
rallied. The foot of the bed was elevated for the first four hours on 
account of the collapse then present, but when the pulse became stronger 
the head of the bed was raised in order to promote drainage. Vomiting 
continued from the time the uterus was replaced, until 10-30 p.m., 
the same evening, and then ceased altogether. A mixture containing 
three grains of quinine and three minims of liquor strychnine was 
given every four hours for ten days after the labour. The patient 
had suffered from an untreated, partially prolapsed uterus, since the 
birth of her first child four years previously, and at the commence- 
ment of this her second labour the uterus was down. This, with the 
extreme tension of the funis owing to the way in which it was coiled 
round the child predisposed to the accident more immediately caused 
by a failure to recognise the fact that the placenta was not detached 
and consequently was not ready to be expressed. According to 
tokitansky once partial inversion occurs, the uterus siezes the pro- 
lapsed portion and endeavours to thrust it out as it would any foreign 
body. This being so, I think it is more than probable that inversion 
would have taken place spontaneously in this subject, where there 
were so many predisposing factors present. The diagnosis was very 
simple, the only thing the uterus resembled as it appeared with the 
membranes over it was the head of a second child. This mistake was 
made in a case of Dr. Radford’s,* and an endeavour made to extract 
it by the midwife with serious results. The mortality from sepsis in 
these cases is very high, and that such an accident should occur in a 
poor, ill-ventilated house, and the patient have an almost normal 
puerperium, is strong evidence of the high value of cyllin as a dis- 
infectant in midwifery practice. 

The temperature never rose above 98°8°, and the lochia were never 
in the least offensive. A bimanual examination a fortnight after 
the labour showed the uterus to be in its natural position, and involu- 


tion to be taking place normally. 


*The Obstetric Memoirs and Contributions of Sir James Simpson. 
Vol. L, p. 817. 
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CRITICAL REVIEW. 


The Induction of Premature Labour. 


By Hersert Wituiamson, M.A., M.B. (Cantab.), M.R.C.P. (Lond.), 
Demonstrator of Obstetrics and Chief Assistant in the Depart- 
ment of Diseases of Women, St. Bartholomew’s Hospital; 
Assistant Obstetric Physician, Royal Waterloo Hospital for 
Women and Children. 


INTRODUCTORY AND HISTORICAL. 


‘ ’ 


By the term “induction of premature labour”? we mean the process 
of exciting uterine contractions which shall expel the ovum, before 
the termination of the normal period of gestation but after the child 
has become capable of continued extra-uterine existence. The term 
is sometimes employed when the fetus is extracted through abdominal 
or vaginal incisions, or when the cervix is stretched open to its full 
extent by a mechanical dilator such as the instrument of Bossi. 
Under such conditions the birth of the child is accomplished in- 
dependently of uterine contractions, and to speak of the process as a 
“premature labour” is a misnomer; all such methods we exclude 
from our consideration in this review. 

' How long it has been known that the pregnant uterus may, by 
mechanical irritation, be made to expel its contents can only be a 
matter of conjecture. The earliest medical writings describe the opera- 
tion. In the later days of the Roman Empire the practice of abortion 
was very common, and is frequently referred to by Juvenal and Plautus. 
With the growing respect for human life which accompanied the 
spread of Christianity, and with the development of a stronger sense 
of the responsibilities of the individual to the race, the practice came 
to be regarded as criminal. In the hell described in the spurious 
Gospel of St. Peter special torments are reserved for those who procure 
abortion. When, or by whom, the operation was first applied to the 
relief of suffering or for prolonging the life of the pregnant woman 
we do not know; nor do we know who first realised the possibilities 
it offered for the birth of a living child through a pelvis of unusually 
small dimensions. 

It was, however, about one hundred and fifty years ago, and in 
this town of London, that the induction of premature labour first 


took its place as one of the recognised operations of obstetrics. In 





Williamson: Premature Labour 253 


the year 1756 a number of physicians met together in London to 
discuss the treatment of labour complicated by contracted pelvis. 
Cesarian section was attended by a mortality truly appalling, 
embryotomy meant the inevitable sacrifice of the child, other 
methods were unknown. Induction of premature labour had already 
been practised by Mauriceau and others in cases of ante-partum 
hemorrhage, and as the result of the deliberations of this conference 
of physicians the same method of treatment was applied to pregnancy 
complicated by contracted pelvis. We can find no contemporary 
record of these proceedings, and for such knowledge of them as we 
possess we are indebted to Denman, Obstetric Physician to the 
Middlesex Hospital. In the year 1789 he wrote: —‘‘A great number 
of instances have occurred, to my own observation, of women so 
formed that it was not possible for them to bring forth a living child 
at the termination of nine months, and who, nevertheless, have been 
blessed with living children by the accidental coming-on of labour 
when they were only seven months advanced in their pregnancy. 
The first account of any artificial method of bringing on premature 
labour was given to me by Dr. C. Kelly. He informed me that 
about the year 1756 there was a consultation of the most eminent 
men in London at the time, to consider the moral rectitude of, and 


the advantages which might be expected from this practice, which 
met with their general approbation.” 

To Macaulay, of London, fell the first case in which the treatment 
was deemed necessary and proper. The patient was the wife of a 
linen-draper in the Strand, and the life of both mother and child 
was saved. 


The operation was first performed in Germany by Carl Wenzel, 
of Mainz, in 1804, but was not introduced into France until 1831, 
when it was performed by Stoltz, of Strasburg. It was bitterly 
opposed by French physicians, notably by Sew, Baudelocque and 
Gardieu, “ not only because the practice is contrary to the Laws of 
Nature, but because it is not to be depended upon either for lessening 
the suffering of the mother or for saving the life of the child.” 
Baudelocque’s objection was a theoretical one, and rested upon a false 
assumption ; he believed that because the os and cervix were incom- 
pletely developed and prepared for labour before the full period of 
utero-gestation, such an increased amount of force would be necessary 
to dilate it that the child must necessarily perish from compression of 
the umbilical cord between the fetal parts and the uterine wall. 
Gardieu taught also that the procedure “laid the foundation for 
cancer and other dreadful diseases of the womb.” It seems strange 


18 
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that considerations such as these should have delayed the intro- 
duction of the operation into France for seventy years. 

That it was first taught and practised by the English School of 
Obstetricians is universally admitted. Writing on this point 
Spiegelberg says: “The principle upon which this operation is based 
is such a natural one as scarcely to need any justification. Never- 
theless, if we bear in mind the fact that scientific midwifery dates 
only from the beginning of the last century, we shall not be surprised 
to hear that its intentional execution belongs to a comparatively 
recent period. Doubtless it was merely the reaction against the 
frequency with which English obstetricians employed those modes 
of delivery which sacrifice the foetus that caused the operation to 
originate in England, and that led also to its being first of all 
generally accepted in that country.” 

We have been unable to find any writings of Dr. Kelly; Denman 
tells us, however, that he performed the operation three times on one 
patient, and that two of the children survived. Denman treats the 
subject in a wise and temperate manner; he recognised that it was 
only within certain limits that the procedure was likely to prove of 
value. ‘Should the cavity of the pelvis be of its natural size, this 
operation is out of the question and ought not to be performed. If 
the cavity of the pelvis, though reduced in its dimensions, be such as 
to permit the head of a full-grown child to be squeezed through it 
by the force of strong and long-continued pains, the operation is 
not required. If the pelvis be so reduced in its dimensions as not to 
allow the head of a child of such size as to give hope of its living, to 
pass through it, the: operation cannot be attended with success. It 
is in those cases only in which there is a reduction of the pelvis to a 
certain degree, that this operation ought to be proposed or can 
succeed.” He gives no minute instructions as to the methods to be 
employed, but apparently he knew of none beyond that of rupture of 
the membranes. He declares himself unable to “state with precision 
the exact dimensions of the cavity of the pelvis of the person upon 
whom it might be performed with success.” He recognised that in 
estimating the proper time for the induction of labour a knowledge of 
the size of the child’s head is a factor equal in importance to that of 
the size of the pelvis—a point which many later writers entirely 
ignored—but he suggested no method of ascertaining the relation 
between the two. The time for terminating pregnancy was for him 
a question to be settled arbitrarily, and in deciding which every 
physician must be a law unto himself. 

Ethical considerations were matters of grave importance to these 
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earlier writers. One and all discuss them at some length, though 
Denman’s summing up would seem to leave little more to be said. “The 
principle being commendable (that of making an attempt to preserve 
the life of a child which must otherwise be lost), and nothing being 
done in the operation which is injurious to the mother, but, on the 
contrary, a probability of lessening her sufferings; I apprehend, if 
there be a reasonable prospect of success, no argument can be adduced 
against it which will not apply with equal force against inoculation, 
against medicine in general, and, in fact, against the interposition 
of human reason and faculties in all the affairs of life.” 

The next contribution to the subject comes from the North of 
England. Mr. John Barlow, of Bolton, in Lancashire. “a surgeon 
of great respectability and celebrity,” on December 16th, 1799, wrote 
a letter to Dr. Simmons, of Manchester, which is published in 
Medical Facts and Observations for the year 1800. In this letter 
he discloses a form of treatment which he has employed in cases of 
contracted pelvis: “Upon my plan of delivery the life of the child 
is not endangered, whilst the mother sustains no greater risk than 
that incurred in every natural labour. And I will venture further to 
advance that even the use of the crochet may be superceded by the 
method which I am about to describe, and that the formidable 
obstetrical apparatus of knives, hooks, and perforators may be 
happily banished in future from our surgery.” This new plan was 
the induction of premature labour by rupture of the membranes 
during the seventh month of gestation. Barlow recognised the 
possibilities of abuse of the treatment he advocated, for he writes: 
“Tf the practice were generally known it might be put to very bad 
purposes, therefore I commonly give a mixture from which the 
patient is taught to expect the desired result.” An appendix is 
added to the letter giving the results of seventeen cases in which he 
had induced premature labour; in six cases the children were born 
dead, in five cases death occurred within a few hours of birth and six 
of the children were living at the time the letter was written. 

In the third volume of the Royal Medical and Chirurgical 
Society’s Transactions (the proceedings for the year 1812) is a paper 
by Samuel Merriman, Denman’s successor at the Middlesex Hospital. 
He gives an account of four cases of contracted pelvis, in which he 
induced labour by rupture of the membranes at about the thirtieth 
week of gestation. He was unfortunate in his cases; two of the 
children presented by the breech and were born dead, one presented 
by the shoulder and was born dead, out of the four one only, a child 
which presented by the vertex, survived. 
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Merriman was able to collect 47 cases, all that were recorded up 
to that time, and found that in only nineteen of them did the child 
survive. He discusses the foetal mortality: —‘In many instances 
the death of the child seems to have taken place immediately after 
the severe rigors and fever which attacked the mothers a day or two 
after the liquor amnii was evacuated. It is possible that by proper 
management after the operation these unfavourable symptoms may 
occasionally be averted. ‘It likewise appears that a preternatural 
presentation of the foetus was a frequent cause of the child’s death.” 
Considerable importance attaches to this last sentence, and _par- 
ticularly to the recommendation which follows: “If the presentation 
be abnormal the operation should be delayed for a few days in the 
hope that spontaneous correction may occur.” The operation of 
external version was as yet unknown, but the need for it was already 
felt and appreciated. 

This paper of Merriman’s is interesting from another point of view, 
for in it we meet for the first time the suggestion that conditions other 
than contracted pelvis and ante-partum hemorrhage may call for the 
induction of premature labour, “cases of extreme weakness or illness 
on the part of the mother, whose recovery seems to be impossible if 
her gestation be suffered to continue, or some of the more severe 
complaints peculiar to pregnancy which are imagined to place the 


’ 


mother’s life in imminent danger.” These suggestions were made by 
“a provincial surgeon of considerable eminence,’’ who wrote: “The 
preservation of the child is obviously the primary object for bringing 
on premature labour in the distorted pelvis, yet if the safety of the 
mother in peculiar circumstances without distortion of the pelvis 
should require similar means to be employed with safety to the child, 
surely no good reason can be assigned why they should not be 
adopted.” Merriman gives only a half-hearted assent. ‘If, indeed, 
it could be proved that the safety of the mother required such a 
mode of practice, and that the safety of the child would not be 
implicated by the operation, the argument might have some weight, 
but it seems hasty to assume that such is the fact.” 

Hamilton, Professor of Midwifery in the University of Edin- 
burgh, discountenanced rupture of the membranes, and advised that 
they should be kept entire for the sake of the child. An account of 
his teaching is given by his pupil, Moir, who attended his classes 
in 1824. Hamilton’s method of inducing labour was by separating 
the membranes around the margins of the os internum, if this were 
not successful he proceeded to draw off a small quantity of the liquor 


umnii; for this purpose he used a silver catheter, the point of which 
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was cut off. The instrument was gently insinuated between the 


uterus and the membranes for from two to four inches, the point of 
the catheter was then turned towards the membranes and the stilette 
pushed forward so as to puncture them and allow of the flow of a few 
ounces of liquor amnii along the catheter, the instrument being then 
withdrawn. Hamilton “also recommended, as a means of inducing 
labour pains, the slipping up of an elastic catheter between the 
uterus and membranes, leaving it there and re-introducing it if it 
were expelled” (Moir). This is usually known as “ Krause’s 
method,” but apparently Hamilton was employing it thirty years 
before Krause published his paper. 

For a hundred and fifty years the induction of premature labour 
has had its place as a prophylactic measure when there is mechanical 
disproportion between the size of the pelvis and that of the fetus, or 
as a means of rescue from danger where the mother is suffering from 
some disease which originated in, or became aggravated by, her 
pregnancy; during a period of one hundred and fifty years most 
writers upon obstetrics have recorded their views upon this important 
subject, most often in the form of ex cathedrd statements, more 
rarely with an account of the facts upon which those conclusions are 
based; and yet to-day we find amazing differences of opinion upon 
the indications for, the method of performance, and the results of 
the operation. In science truth is relative, and any addition to our 
knowledge may prove a curfew which tolls the knell of the lights by 
which we have hitherto been working. With wider experience and 
advances in surgical technique the teaching as to when and how 
premature labour should be induced has undergone many changes; 
into the controversies which from time to time have raged it is 
impossible for us toenter. The subject is so large, and the literature 
so extensive, that we must perforce confine our attention to two or 
three aspects of the question. We propose to review in this essay the 
methods of induction of labour, and to consider on a future occasion 
the indications for the induction of premature labour, and the effects 
of the procedure upon the life of the child. 


Meruops oF INDUCTION. 


OF THE DIFFERENT METHODS BY WHICH LABOUR MAY BE INDUCED. 
We have already seen that those who first practised this operation 
attained their object by means of rupturing the membranes; the 
disadvantages which arose from the complete escape of the liquor 
amnii, particularly in cases of abnormal presentation, led to the 
employment of methods which kept intact the bag of waters. Lt we 








258 Journal of Obstetrics and Gynecology 


consider the dangers which attended the introduction of fingers or 
instruments into the uterus of the parturient woman in the days 
when surgical cleanliness was not understood, we can easily imagine 
that obstetricians sought eagerly for some method which should 
abolish those “rigors and fevers” of which Merriman has spoken. 
This led to the elaboration of many procedures, for the most part 
totally unreliable, whose object was to excite uterine contractions by 
means of external stimulation. 


The various methods of inducing labour may be divided into 
four groups : — 


1. Those which act by stimulating the uterus. 
2. Those which act by stimulating the cervix. 
3. Those which act by stimulating the vagina and vulva. 


4. Those which act by stimulating parts other than the genital 
tract. 


Methods of induction by direct stumulation of the uterus. 

(a) Rupture of the membranes. There are two methods of per- 
forming this operation—-(1) by the simple passage of a sound through 
the cervical canal and into the bag of waters; (2) by puncture of the 
membranes above the os internum as high as possible in the uterus, 
by means of a specially-constructed instrument. Hamilton’s method 
has already been described. Hopkins, in 1814, and Meissner, in 
1840, described and recommended a similar mode of procedure. The 
object of this modification is, of course, to prevent the complete 
escape of the liquor amnil. 

Puncture of the membranes is a simple and easy procedure, and 
is certain to be followed by labour. Statistics show that the event 
usually occurs within two days, but there are many exceptions to 
this rule; we have ourselves recently seen a case in which the 
membranes ruptured ten days before the onset of labour pains. The 
danger to the mother, provided surgical cleanliness be observed 
during the operation, is scarcely greater than that of a normal 
labour. No anesthetic need be administered, and no pain is inflicted. 
In spite of these many advantages, there are weighty objections to 
the method; the gravest of these is the loss of the bag of waters as 
a dilating agent, the consequent slow and painful expansion of the 
cervix, and the undue compression of the presenting fetal parts. 
Further, when we consider that it is most often for pelvic contraction 
that the operation is undertaken we realise that the descent of the 
presenting part is likely to be hindered, that the escape of the liquor 
amnii is likely to be complete, that there is an unusual liability for 
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prolapse of the cord and for the uterus to become prematurely 
retracted and moulded to the child. That these objections are real 
and not theoretical is shown by the published statistics; we have 
collected together from various sources 532 cases, and we find the 
fetal mortality 223, or 41°7 per cent. 

To what extent is the danger lessened by adopting the Hopkins- 
Meissner modification? In answering this question we must bear 
in mind that the method has disadvantages of its own. The operation 
is difficult to perform, and is not devoid of the danger of perforation 
of the uterine wall; moreover, it is uncertain, labour does not 
always supervene; and finally, according to Winckel, it cannot be 
relied upon to prevent the escape of the liquor, “more often the 
membranes are closely applied to the head, and the liquor amnii 
flows out of the opening during the pains.” Few recent writers appear 
to have employed this method extensively. Ritgen has published 
eleven cases; in one the attempt to induce labour was ineffectual; 
of the remaining ten, in two the children were still-born. Rupture 
of the membranes, on account of the ease with which it is performed 
and the safety of the operation, will probably always hold its place 
as a means of inducing premature labour, but most recent writers 
are inclined strictly to limit its field. There are two indications for 
its employment (though in both of these it is best combined with 
other methods), viz., in certain cases of concealed accidental 
hemorrhage and in cases of hydramnios. 


(8) Separation of the intact membranes from the inner wall of the 
uterus. 
This may be accomplished in three ways :— 
1. By the finger. 
2. By the injection of fluid between the membranes and 


uterine wall. 


3. By the passage of a bougie. 

1. By the finger. This was the method recommended by 
Hamilton (1824). He introduced the index finger through the 
cervical canal and detached the membranes as far as could be reached 
from around the margins of the os internum. The method is very 
uncertain, and can only be applied when the cervix is sufficiently 
dilated to admit the finger, a condition not usually present in primi- 
gravide. To obviate this difficulty Riecke, in 1827, suggested the 
substitution of a horn catheter for the finger. No reliable statistics 
of the results obtained by this method are available. It is now 
almost entirely abandoned. 
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2. Injection of fluid between the uterine wall and the membranes. 
Cohen, of Hamburg (1846), employed this method in a considerable 
number of cases. He passed a flexible tube between the membranes 
and the uterine wall, and injected by means of an enema syringe in 
some cases as much as 150 grams of tar-water. He ceased the 
injections when the abdomen became distended, or when the fluid 
flowed back again. The procedure was repeated in from half to two 
hours. This method produces labour pains perhaps more certainly 
and more rapidly than any other; Winckel and Krause both testify to 
its efiicacy. The dangers which attend it, however, are so great that 
it has been entirely given up. Injuries to the membranes were very 
common, rigors, collapse, and fainting often followed the injections; 
separation of the placenta sometimes occurred, and this accident was 
followed in a case which Martin has reported by septic endometritis, 
sloughing of the thrombi in the uterine veins and pyemia “due to the 
entrance of water and air together.” Winckel remarks: ‘ This 
method might still be employed (now that the danger of septic 
infection may be so much more certainly avoided) when danger to 
the lite of the mother calls for the most rapid establishment of pains 
possible.” 

Pelzer has revived this treatment in a modified form. A special 
nozzle is passed through the os internum and one to two ounces 
of pure aseptic glycerine slowly injected. Pelzer states that 
the glycerine acts in three different ways—(1) by the mechanical 
separation of the membranes; (2) as a direct irritant to the uterine 
mucous membrane in a way similar to that in which rectal injections 
of glycerine set up muscular contractions of the bowel; (3) by the 
affinity of glycerine for water, liquor amnii is extracted through the 
membranes. This method is open to the grave objection that severe 
toxic symptoms have on several occasions followed the injection of 
the glycerine. Pfannénstiel drew attention to the fact, and laid 
special stress upon a nephritis consecutive to the injections. It is 
well known to experimental pathologists that the injection of 
vlycerine into animals is often followed by curious symptoms; these 
phenomena led to many mistaken conclusions and much false reason- 
ing before thé toxic nature of the glycerine itself was appreciated. 
Cameron, writing in Norris and Dickinson's Text-book of Obstetrics, 
states that he has tried the method, but has experienced great 
difficulty in securing the retention of the glycerine long enough to 
produce any decided effect. 


») 


3. The introduction of a flexible bougie between the membranes 


md uterine wall. 


This method, by far the safest and best we possess 
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for the majority of cases in which induction may be necessary, is 
usually associated with the name of Krause, who employed it in 1858, 
but, as we have shown, it was suggested by Hamilton thirty years 
previously. The technique of the operation is familiar to all, and 
is fully described in nearly all recent text-books. It is at the present 
time the method most commonly employed when there are no urgent 
symptoms rendering the immediate evacuation of the uterus 
imperative. We must enquire into its reliability, its dangers, and 
its advantages. It is a reliable method and only very exceptionally 
fails to excite labour pains; we know of no published statistics which 
indicate how often failure may be expected. The time which elapses 
between the introduction of the bougie and the onset of labour varies 
very greatly in different cases. When the pregnancy has advanced 
to nearly the full period of gestation pains are usually excited in 
from 6 to 18 hours, when only to the 30th or 36th week 72 hours, or 
even more, may elapse, and the introduction of a second or third 
bougie may be necessary. 

The chief dangers are those connected with septic infection, but 
it is within the power ofevery practitioner to avoid these. If the 
bougie be boiled (as it should always be) the hands of the operator 
and the external genitals of the patient be thoroughly cleansed and 
rendered aseptic, and the vaginal secretions be healthy, infection of 
the uterine cavity will not occur. The other dangers, rupture of the 
membranes, separation of the placenta, and perforation of the uterine 
wall may all be avoided. Winckel voices the experience of most 
writers whose opinions are worthy of respect when he says: “I have 
never been able to attribute a single case of disease to it, and I am 
convinced that all the evil results can be avoided.” The advantages 
are briefly summed up when we say that it accords closely with the 
process of natural labour, that it can be practised without anesthesia, 
and without inflicting pain; that in careful hands it is practically 
devoid of risk, that it is reliable, that the membranes are preserved 
intact, and that the results are superior to those obtained by any 
other means. We must repeat that it is not a rapid method, and is 
therefore not suited for cases of great urgency; further, we have 
found from our own experience that the pains when excited do not 
always persist, and the expulsion of the bougie may be followed by 
their complete cessation, but in spite of these drawbacks it is the 
most reliable and satisfactory method we possess. 

(y) The introduction of rubber bags into the uterus. Barnes, in 
1852, used an hour-glass-shaped rubber bag, to which was attached 
a slender tube with a stop-cock; this was introduced through the 
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cervical canal and then distended with air or water. In 1862 Tarnier 
introduced a new and complicated instrument, his “dilateur intra- 
utérin”’; it consisted essentially of a sound, to which was attached 
an india-rubber tube. The sound was passed through the os internum 
into the uterus, and the tube was then distended with water. The 
modifications of these instruments are legion, and with the exception 
ot Champetier de Ribes’ bag call for no further notice. This differs 
from other forms, chiefly in the fact that it is not elastic; with an 
ordinary india-rubber ball, as contractions are excited, the instrument 
is expelled, for the elasticity of the walls allows the fluid to be 
gradually driven from the intra- to the extra-uterine portion of the 
bag through a cervix which is but little dilated. In Champetier de 
Ribes’ modification the walls are composed of unyielding material, 
and the instrument cannot be expelled until the cervix is sufficiently 
dilated to allow the passage of its largest diameter. The introduc- 
tion of all these instruments requires a certain degree of dilatation 
of the cervix, hence they are used perhaps more often to hasten 
the process after labour has commenced than for the purpose of 
induction. This method is usually more rapid than that of the 
introduction of a bougie, but a Champetier de Ribes’ bag distended 
to its full capacity of seventeen ounces may remain in the uterus 
two or three days before contractions are excited. To overcome this 
disadvantage Maurer has practised continued traction on the bag 
after its introduction; Biermer, in an article emanating from 
Fritsch’s Klinik at Bonn, has spoken very highly of the results 
attained by this method. At the Bonn Klinik a simple Braun col- 
peurynter with a long bag is used. The bag, which has previously 
been sterilised by boiling and placed in a 1 per cent. solution of lysol, 
is folded lengthwise and rolled up like a cigar; with the aid of 
dressing forceps and a speculum it is passed through the cervical 
canal and filled with a 1 per cent. solution of lysol by means of a 
piston syringe. To increase the stimulus by traction a bandage is 
fastened to the colpeurynter and carried over a pulley fixed to the 
foot of the bed, a bottle capable of holding three-quarters of a litre of 
water is then suspended from the other end of the bandage and 
traction thus produced. 

(8) Massage of the uterus (Ulsamer d’UOutrepont, 1822). This 
method is described as uncertain and dangerous; we can find no 
record of its employment within recent years. 

(ce) Uhe use of electricity. The interrupted current was employed 
by Herder in 1853, and subsequently by Simpson and others. 


Hlennig, in 1856, used the induced current; an olive-headed wire, 
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covered with rubber up to the bulb, was introduced into the rectum 
with the object of stimulating the nerves in the neighbourhood of the 
cervical ganglion. This mode of treatment was subsequently 
abandoned, but was re-introduced by Bayer in 1885. Bayer recom- 
mends the constant current; the negative electrode is introduced into 
the cervix and the positive, a large flat plate, is laid on the 
hypogastrium. A weak current is passed first, and the strength 
gradually increased up to 20—30 milli-ampéres. The applications 
last from 10 to 15 minutes, and are repeated at intervals of from 
fifteen minutes to several hours. Winckel says “this certainly pro- 
duces contractions, but they seldom persist, act slowly, and are 
uncertain, for which reason this method has thus far secured few 
supporters.” 


2. METHODS WHICH ACT THROUGH STIMULATION OF THE CERVIX. 


Dilatation of the cervical canal by means of tents was first 
practised by von Siebold in 1822. Pieces of spongia cerata were 
employed, and these, with a string attached, were introduced as far 
as possible into the cervical canal by means of polypus forceps. 
Laminaria and tupelo tents were introduced by Wilson in 1865; 
though slower in their action, they possess many advantages over 
sponge tents. Out of a series of 176 cases treated by this method in 
eleven instances uterine pains were not established, but in the 
remaining 165 cases 133 of the children were born alive. The results 
are thus somewhat uncertain, but should labour supervene the 
prognosis to the child is good; sponge tents possess an additional 
disadvantage, in that they are extremely difficult to sterilise. The 
chief use of tents at the present time is to attain a degree of dilatation 
of the cervix sufficient for the adoption of some of the methods we 
have just considered. 

Plugging the cervical canal. Hofmeier, Kehrer, and later 
Diihrssen have recommended tightly plugging the cervical canal by 
means of sterile gauze or tampons. Whitridge Williams speaks in 
high terms of this treatment in certain cases. “In placenta previa, 
more particularly when the cervix is but slightly dilated, the use of 
a sterile tampon may be attended by most excellent results. In such 
cases, under the most rigid aseptic precautions, the end of a sterilised 
four-inch roller bandage is packed tightly in the cervical canal by 
means of a sterilised dressing forceps, the vagina is then firmly and 
tightly packed with the same material. The pack should not be 
allowed to remain in place for more than twelve or at most twenty- 
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four hours, and on its removal at the expiration of that period the 
cervix will be found completely dilated, or at least sufficiently so to 
permit of other manceuvres.” 


Dilating the cervical canal by means of metal instruments. 

Such instruments have existed since 1830; the latest type is that 
of Bossi, but since they are designed not for the induction of 
premature labour but for the performance of accouchement forcé, we 
do not propose to consider them here. 


3. MreTHODS WHICH ACT THROUGH STIMULATION OF THE VAGINA. 


The vaginal douche was recommended by Kiwisch in 1848. 
Kiwisch injected three litres of water at a temperature of 100° to 
104°F. The reservoir was suspended three metres above the bed, so 
that the stream might be driven with considerable force against the 
lower part of the uterus; later the injections were made at a tempera- 
ture of 122°F. The method has not proved successful; out of 68 cases 
it was ineffectual in 13, “several of the women died,” and out of 
50 children 29 were still-born. 

The carbonic acid douche was employed by Sanzoni (1856); a 
stream of carbon-di-oxide gas was directed into the vagina. The 
method was uncertain and dangerous, in several cases there were 
alarming symptoms of intoxication, and one case of fatal poisoning 
resulted from its use. 

Plugging the vagina was practised by Schéller in 1842; he 
employed pledgets of cotton. In 1843 Hunter employed an expanded 
animal bladder, and in 1851 von Braun introduced his colpeurynter. 
‘This was a bag made of vulcanised rubber, and so shaped that when 
distended it dilated the vaginal canal. The only one of these 
methods which has survived is that of plugging the vagina by 
pledgets of cotton wool or by gauze. This, a method of the very 
highest value in certain cases of ante-partum hemorrhage, has been 
recently revived and strongly urged upon the profession by the 
Dublin school of obstetricians. 

4. STIMULATION OF Parts OTHER THAN THE GENITAL TRACT. 

In 1839 Friedrich suggested exciting uterine contractions by 
stimulation of the mammary glands. Scanzoni employed it with 
success in 1853; rubber suction flasks were applied to the breasts 
daily for several hours at a time. Freund has devised electric 
cupping glasses by which suction is combined with the use of the 
constant current. The interest of this method is purely theoretical. 


Finally, the employment of hot baths, the administration of drugs 
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such as ergot, savin, rue, hydrastis, and others merit no serious 
consideration. 


Such is a brief account of the chief methods which have been 
employed for the induction of premature labour. Most of them have 
passed from the sphere of practical obstetrics and possess an interest 
which is purely historical. Those which are still practised, rupture 
of the membranes, introduction of bougies, of bags, dilatation of the 
cervix, and plugging the vagina we shall consider further when we 
speak of the indications which call for the premature termination of 
pregnancy. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Clinical Types of Pregnancy Toxzmia. 


Currron (EpeGar J.). Surgery, Gynecology and Obstetrics, 
July, 1905. 


Tue writer classifies the toxemias of pregnancy under seven types, 
and also adds an eighth one which he is unable to classify. 

1. Benign toxemia. This type comprises the ordinary petty 
disturbances of the early months of pregnancy. The symptoms are 
about equally referred to the gastro-intestinal tract and the nervous 
system, such as nausea, vomiting, anorexia and constipation to the 
former, and nervous irritability, hysterical tendencies, etc., to the 
latter. Little importance is attached to this type, but there is a 
possible relationship to the graver forms. The spontaneous cessation 
of the symptoms points to the existence of a special defensive 
mechanism in the internal organism. 

2. Subacute toremia. This differs from the acute form only 
in degree. The so-called pre-eclamptic stage is an example of sub- 
acute toxemia. These cases may recover under treatment or 
spontaneously. As an instance of subacute toxemia a case is given. 
A i.-para, et. 27, eight months pregnant, had enjoyed good health 
up to within one week of her eclamptic attack, when she became 
edematous, and developed persistent headache and gastric disturb- 
ances. Up to this time the urine had been normal, but albumen and 
hyaline casts now appeared. She was put on milk diet with plenty 
of fluid, and free catharsis was produced. She improved, but a week 
from the first manifestation of disturbance fits began, and she had 
eight before the delivery by accouchement forcé and one an hour 
after delivery. She made a good recovery. The urine analysis 
showed that at no time was there marked toxemia, and in view of 
this, in spite of the nine fits, Edgar considers the case as subacute 
in character. 

3. Acute toremia. This type is constant in its pernicious char- 
acter, with an extreme preponderance of cerebral and nervous 
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symptoms. A prodromal stage may be present, resembling the sub- 
acute type, and at this time treatment may be of avail. In some 
cases there is no prodromal stage. There is usually cortical excita- 
tion, passing into convulsions, mania and delirium, and finally cortical 
depression, ending in coma and perhaps death. In some cases the 
excitement stage is but slightly manifested or may be absent, the 
patient at once passing into the final stage. This acute toxemia 
usually ends fatally in two, or three weeks, but in exceptional cases 
it persists for many weeks. 

In the earliest cases of acute toxemia or instances of acute 
hepatitis and acute yellow atrophy of the liver, jaundice is nearly 
always present, but the same clinical course may occur without either 
jaundice or extensive liver lesions. It is supposed that the liver may 
become functionally paralysed without any necessary grave lesion. 
The changes which are found in the liver may only indicate that, 
after the functional paralysis, certain areas of the parenchyma are 
destroyed by autolysis. The alterations in the liver are no guide to 
the seriousness of the disease. The urine gives the most valuable 
index by the presence of leucin and tyrosin, but even this is not 
infallible. 

Acute toxemia may be simulated by yellow fever, phosphorus 
poisoning, and acid intoxication of pregnancy. 

A case is given to illustrate this type. A i.-para, et. 26,74 months 
pregnant, was apparently quite well until she was seized with con- 
vulsions. She had in all 14 fits, and was blind after the third one. 
She was delivered by accouchement forcé. The coma lasted three 
days. Recovery was slow. The child died of convulsions when a 
fortnight old. Besides albumen there was acetone and leucin in the 
urine. 

4. Fulminant toremia. This term is applied to the most intense 
type of acute toxemia, or to sudden death from a marked toxemia. 
There is sudden intense prostration, cardiac failure, anomalies of 
temperature, early implication of the cerebral cortex with fatal coma. 
The case may only last one day. 

The following case is given as an illustration. A 1.-para, et. 25, 
in the ninth month of pregnancy, at the time of admission showed 
nothing unusual in her condition, but there was slight jaundice, and 
the patient complained of nausea and vomiting. There was a 
moderate amount of albumen in the urine. Three days later the 
jaundice increased and the vomiting became incessant. Seven days 
after admission she was delivered by accouchement forcé. The child 
was alive but jaundiced. The liver was sensitive but not diminished 
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in size. Two days after the delivery the patient had one very slight 
fit followed by coma, and she died on the following day, about nine 
days after the severe vomiting began. The urine contained a small 
amount of albumen, no casts, and a moderate amount of indican, 
leucin and tyrosin. The report of the autopsy will be subsequently 
published. The kidneys were normal: the liver weighed 3 lbs., and 
showed acute yellow atrophy. 

5. Toxemic coma without convulsions. Acutely toxeemic patients 
may become comatose at once without any preceding stage of excite- 
ment. In such cases an acute lesion of the liver or of some other 
organ as the kidney or meninges will be found. However, eclampsia 
without convulsions is of quite a different type. This developes late 
in pregnancy, and there is a typical pre-eclamptic stage. Convulsions 
do not occur or are extremely slight, but there is somnolence, stupor, 
or actual coma. 

Case. The patient, a ii.-para, was 3} months pregnant. She had 
had eclampsia in her first pregnancy, necessitating emptying the 
uterus at 54 months. During the 2nd pregnancy she had suffered 
from incessant nausea and vomiting, and an aggravated form of acid 
indigestion. When seen she was in a semi-comatose condition, 
strongly resembling hysteria. The first examination of the urine 
revealed nothing. Free catharsis and colon irrigation were tried, 
but the coma deepened, and the hysterical manifestations disappeared. ' 
The uterus was emptied and the stupor gradually lessened, but it 
was a week before her normal mental condition returned. The 
analysis of the urine obtained in the first 24 hours after operation 
gave evidence of an acid intoxication, a large excess of acetone, 
diacetic acid, and an excess of ammonium salts being present. A 
subsequent specimen gave the same conditions and also showed the 
presence of leucin. There was thus an acid toxemia complicating a 
hepatic toxemia. 

6. Acid intowxication simulating hepatic tor@mia of pregnancy. 
Slight acetonuria is very common in pregnancy, and is looked upon 
as physiological and of no significance. Acid intoxication has been 
recognised in some cases of fatal toxemia of pregnancy, and it has 
been accused of causing eclampsia. It closely resembles hepatic 
toxemia, especially the comatose forms, and it is only by careful 
urinary analysis that the two can be differentiated. The two con- 
ditions may exist side by side. Edgar confesses that the subject is 
an exceedingly complex one, which becomes more complex the more 
we know of it. 


6. Cumulative toremia. Rapid child-bearing has long been re- 





Current Itterature: Obstetrics 275 


cognised as dangerous for women, but it is only recently that the 
possibility of a cumulative toxemia has been considered to account 
for at least some of the risks. If a woman has exhibited a hepatic 
toxemia during pregnancy, and subsequently shows evidence of 
hepatic insufficiency which does not respond to treatment, the 
prognosis of the case forbids gestation until all such symptoms have 
disappeared. If in succeeding pregnancies there is evidence of more 
and more evidence of hepatic insufficiency, the woman is suffering 
from cumulative toxemia. 

8. Persistent hyperemesis without clinical symptoms of toxemia: 
pseudo-toxemia. In some cases of vomiting of pregnancy the vomit- 
ing continues until near delivery. The vomiting is not of a pernicious 
character, but causes much apprehension. Edgar believes that in 
these cases there has been a transitory benign toxemia in the early 
months. There is no evidence of disturbed metabolism, nor of renal 
insufficiency. The nervous system is not disturbed. These women 
vomit through all their pregnancies. They should be watched care- 
fully during labour and throughout the puerperium, because the 
toxic state which is behind the hyperemesis may assert itself after 
delivery. 

A case is given of a woman who had had seven living children 
and four miscarriages. In every pregnancy there had been persistent 
daily nausea and vomiting from arising in the morning until noon. 
In the first pregnancy the vomiting had given rise to considerable 
anxiety, and the advisability of emptying the uterus had been con- 
sidered. The urinary analysis had never shown any indication of 
toxemia. Indican was found at times, but never any leucin or 
tyrosin. 

Rospert JARDINE. 


Pernicious Vomiting in Pregnancy. 


Wuutiams (J. Wuirripce). Surgery, Gynecology and Obstetrics, 
July, 1905. 


Iv 1903 Williams lost a patient at the third month, four days after 
induction of abortion. The vomiting ceased 18 hours after the 
operation, but then recurred and continued until death. The patient 
was absolutely unconscious for the last 12 hours of life. The autopsy 
revealed the lesions of the kidneys and liver characteristic of acute 
yellow atrophy. During the next 12 months he saw, in consultation, 
five other cases in which the termination of the pregnancy was 
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deemed necessary. Two of these died—one at the third month, 
identically as the one just described, and the other at the seventh 
month, with the clinical indications of acute yellow atrophy of the 
liver. Of the six cases three died, and all apparently from acute 
yellow atrophy of the liver, but in the first one only was the diagnosis 
verified by autopsy. 

From these cases he concluded that some cases at least of 
pernicious vomiting of pregnancy are undoubtedly toxemic in 
nature, and are associated with serious lesions of the liver and 
characteristic changes in metabolism. 

Williams divides the cases of serious vomiting of pregnancy into 
three groups :—(1) reflex, (2) neurotic, (3) toxeemic. 

1. Reflec vomiting he considers may be due to abnormalities of 
the generative tract or ovum, which existed previous to pregnancy or 
coincident with it, e.g., displacements of the uterus, particularly 
retroflexions, ovarian tumours, certain cases of endometritis, ab- 
normalities of the ovum, such as hydatid mole, hydramnios, and 
certain cases of twin pregnancy. He does not consider that erosion 
of the cervix is a cause, and says that occasional cures following 
treatment of the cervical condition are only striking examples of cure 
by suggestion. 

2. Neurotic vomiting. Many writers have contended that most, 
if not all cases of vomiting of pregnancy, are neurotic, and more or 
less closely allied to hysteria and amenable to treatment by sugges- 
tion, but Williams considers this view is extreme; however, he is 
convinced that it holds good for many cases, otherwise how can we 
explain surprising and rapid cures which sometimes follow the use 
of unphysiological and worthless remedies, as well as the effect of 
suggestion and the rest cure. 

This form of vomiting should be diagnosed only after the 
exclusion of organic lesions, and the demonstration of the absence of 
toxemia by a thorough examination of the urine. 

3. Toxamic vomiting. In 1884 Fischel suggested the toxzmic 
nature of the condition. He considered that the toxic material was 
absorbed from the impacted large intestine. In 1879 Matthews 
Duncan suggested that some of the fatal cases were really examples 
of acute yellow atrophy of the liver. During the last ten years many 
theories have been advanced regarding the origin and nature of the 
toxin, e.g., a secretion of the corpus luteum, a secretion of the ovaries, 
intestinal absorption, hepato-toxemia, the syncitio-toxin theory, and 
also its identity with the toxin of eclampsia on the one hand and 
acute yellow atrophy of the liver on the other. 
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Stone, Ewing and Edgar have come to the same conclusion as 
Williams that in at least a certain number of the toxemic cases of 
the vomiting of pregnancy the characteristic lesions of acute yellow 
atrophy of the liver may be found. 

We are ignorant of the exact nature of the toxic substance or 
substances, but it is probably metabolic in origin, though whether 
derived from the mother, or foetus, or both, is not known. The liver 
and kidneys are affected, the latter secondarily, as indicated by 
albumen appearing in the urine shortly before death. There is a 
striking change in metabolism, which is manifested by a marked 
increase in the percentage of nitrogen excreted as ammonia, compared 
with the total nitrogen of the urine. The normal ammonia co- 
efficient is from 3 to 5 per cent., but in several of his cases Williams 
found it as high as 16, 32, or even 46 per cent. The cause of this large 
increase of the ammonia coefficient has not been settled. It may be 
due to the fact that the destruction of the liver tissue interferes with 
the normal oxidation of nitrogenous material, so that large amounts 
escape conversion into urea and are excreted as ammonia, or it may 
represent an attempt to neutralize an excessive production of acid-— 
the so-called acid intoxication. Williams thinks that the latter is 
the more probable explanation, but he confesses it is a very difficult 
question to determine. Whatever the explanation is, the practical 
outcome of his experience is that a marked increase in the ammonia 
coefficient in women suffering from pernicious vomiting indicates a 
serious toxemia, which, if allowed to continue, will be found to be 
accompanied by lesions of the liver and other organs which will prove 
fatal. He considers that, if the ammonia coefficient has risen to 
10 per cent., there is a clear indication that the pregnancy should be 
ended at once. 

In the reflex and neurotic forms of vomiting he says the ammonia 
coefficient remains normal, so that the toxemic form can easily be 
distinguished. We thus get a most valuable guide to the treatment. 
In the toxemic form the indications are to clear the uterus out, while 
in the other forms this will not be necessary. 

Stone and Ewing maintain that toxemic vomiting, acute yellow 
atrophy, and eclampsia are manifestations of one and the same 
toxemia, but Williams disagrees with them, and holds that there are 
at least two toxemias of pregnancy, one giving rise to vomiting and 
acute yellow atrophy and the other to eclampsia. In both conditions 
there are lesions in the liver, but these lesions are of totally different 
characters. In eclampsia the lesions begin in the portal spaces and 
invade the lobules from the periphery towards the centre, while in 
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vomiting the necrosis begins in the centre of the lobule and spreads 
outwards, and never involves the portal spaces. Schmorl confirms 
these observations. Again, in eclampsia and pre-eclamptic toxemia 
the urine is scanty in proportion to the fluid drunk, and early in the 
progress of the case there is pronounced albuminuria and cedema 
with casts in the urine, while in vomiting scantiness of the urine 
only arises when there is little fluid taken in, albuminuria and casts 
are present only in the last days or hours of life, and edema is absent. 
As regards the urine in the two conditions there is a marked contrast. 
In eclampsia the nitrogen is greatly diminished, while the ammonia 
coefficient remains normal, but in vomiting the total amount of 
nitrogen remains about normal, while the ammonia coefficient is 
greatly increased. A high ammonia output is a favourable prognostic 
sign in eclampsia, but a very unfavourable one in vomiting. 
Rosert JARDINE. 


Structural Anomalies of the Placenta in Undeveloped Uteri 
(Hypoplasia Uteri) and their Results. 


Scu2xFFER (O.). Archiv fiir Gyndkol. Bd. lxxvi., Ht. 1. 


‘Tue author remarks that whilst something is known as to the course 
of pregnancy and labour in “hypoplasia uteri,” on the question of 
placental peculiarities in these cases no systematic research has 
hitherto been carried out. With regard to the condition of “ hypo- 
plasia uteri” the opinion is given that it is commoner among towns- 
people than among dwellers in the country. The author states that 
his clinical and pathological investigations teach him that undersized 
uteri, by reason of the structure of their mucous membrane (of which 
he says there are many typical forms), and also of their vascular 
arrangement, offer but very unsatisfactory conditions for the com- 
pletion of normal placentation. In these cases the placental develop- 
men may remain quite embryonic, giving the placenta membranacea, 
or partly so, and resulting in the separation of chorionic masses, ?.e., it 
corresponds in structure to that of a pathological abortion. Scheffer 
next points out histological peculiarities noticed by himself in these 
placente. The decidua serotina is thin, the stratum spongiosum 
being defective (primary atrophic endometrium). Again in another 
group (where there has been primary glandular hypertrophy with 
cystic endometrium), the serotina is so loosely constructed as to lead 
to early bleeding, death of the ovum, and consequent abortion, there 


appears to be an intermediate primary condition of the mucosa, 
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which, whilst leading to some hemorrhage and partial necrosis in 
the subsequently formed decidual tissue, still allows the gestation to 
proceed to the later months or to term, but then leads to anomalities 
in placental separation, and the retention of choronic villi, or even 
to retentio ovi abortivi (? missed abortion). 

Proceeding, the author states that retention of part of the ovum 
results from disturbance in the development of the decidua, the villi 
being anchored in situ by necrosed fibrin, such fibrinous adhesions 
being found on the decidua of placentz, which are expelled early, 
and also on those which have gone to term. MHyaline and fibrinous 
necrosis of the decidua are due to its deficient development amidst 
the hyperplastic and dilated glands of the mucosa. The decidua 
develops too few cells and the fibrous tissue preponderates, and thus 
forms wide tongues of a vascular tissue amidst the chorionic villi. 
This defective development of the decidua and its vessels, coupled 
with the biochemical effect of the penetrating syncytium, leads to 
decidual necrosis. All these injurious processes are demonstrated in 
hypoplastic uteri without the aid of bacterial changes. As regards 
the defective blood supply, a progressive diminution in the number of 
vessels results from thrombosis produced secondarily to the necrosis 
of the investing decidua. To start with, the walls of the vessels are 
too thin to withstand the increase of blood pressure, and they are 
further weakened by a deficiency in the decidual stroma, therefore 
transudation occurs, first followed by blood extravasation, and this 
is a further cause of decidual necrosis and also of death of the 
chorionic villi. Therefore stasis, thrombosis, and fresh hemorrhage 
continue in a vicious circle. 

Analogous necrosis and hemorrhage with fibrinous deposition 
goes on in the decidua vera. In some cases the decidua is retained 
in spite of the puerperal hemorrhage or even after the establishment 
of the first menstrual flow. This has been known to be associated 
with a long period of amenorrhea (9—11 months), and also with 
epileptiform attacks. In a case of this kind the author explored the 
cavum uteri and found the mucosa covered with fibrinous coating 
rich in round cells and containing organised fibrous tissue. In fact 
this membrane was analogous to endometritis exfoliativa (fibrosa). 


Such a membrane must be scraped away, but inasmuch as this pro- 
cedure sets up a profound hyperemia of the subjacent mucosa, lead- 


ing to free hemorrhage for some days, daily intra-uterine tampons 
of iodoform gauze should be employed afterwards. In conclusion 
the writer urges, except for free hemorrhage and for amenorrhea, 
curettage in “hypoplasia uteri” is contra-indicated, since even a 
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spongy mucous membrane, showing glandular hypertrophy, is useful 
for the establishment of a (perhaps) better substratum for the 
embedding of the ovum than formerly existed. 

CurHBert Lockyer. 


A Case of Quadruplets. 
Roserts (L. W.). The Australasian Medical Gazette, June 20, 1905. 


Mrs. G., et. 32, of French extraction, married 12 years, with a 
family history of twins on her maternal side, gave a personal history 
of six previous confinements, resulting in delivery of ten children in 
following sequence:—Twins, triplets, a single child, then twins 
again and two single children, all of whom are living except the 
triplets, which were premature seven months. In addition, 18 months 
ago she had a placenta previa with decomposing fetus at five 
months, which necessitated removal piecemeal under anesthesia. 
On this occasion the abdomen was enormously distended. Twins 
(at least) were diagnosed, as two or more fetal heads could be felt. 
No distinct foetal heart sounds could be made out owing to loud 
uterine souffle. 

Labour occurred at the eighth month. After very slight pains 
the head of the first child was found on the perineum, and it—a 
boy—was born within an hour. The second child also presented by 
the head, which was, however, impacted at the brim with the feet of 
the third child. The feet were pushed up under slight anesthesia, 
and the second child—a boy—easily delivered by forceps. The 
third—another boy—was seized by the feet and delivered five minutes 
later, but was stillborn and resisted all efforts at resuscitation. The 
fourth child—a girl—presented by the breech, and was born a quarter 
of an hour after the third. 

As there was considerable hemorrhage, and simple expression of 
the huge flabby uterus was unsuccessful in expelling the secundines, 
a hand was introduced. There were four distinct and separate 
placentz about five to six inches square, and four separate bags of 
membranes, although the second and third placente were found 
united after removal by a band of membrane some four or more 
inches wide. 

The mother and her three children, weighing each about 
5 to 6 lbs., are now thriving. 

R. Hamitton BELL. 
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Pregnancy and Carcinoma Recti. 
Nicuorr (G.C.). Zentral. fiir Gyndkol., 1905. No. 28. 


THE patient, a married woman, was aged 18 years; she became preg- 
nant for the first time in August, 1903, and was admitted into hospital 
on March 17th, 1904. A short time after the cessation of menstrua- 
tion extensive hemorzhage per rectum occurred, together with con- 
stipation and tenesmus. Later the faeces became very foul and were 
mixed with blood and pus. The pain, at first rectal only, spread 
through the pelvis and down both legs. Emaciation and weakness 
became marked, the temperature raised, and the pulse became fre- 
quent (104—120) and weak. The abdomen was greatly distended, 
partly by gas, and partly by the gravid uterus which reached 6 cm. 
above the umbilicus. Owing to wasting of the anterior abdominal 
wall the foetal movements were strikingly apparent. Above and to 
the left of the uterus the contour of the colon was prominently seen. 
By vaginal examination a hard, irregular tumour, fixed in the pelvis, 
was made out behind the portio vaginalis. By rectal exploration this 
tumour was reached by the finger 7 c.m. above the anal canal. The 
growth was ulcerating in the centre, and bled readily on contact with 
the finger. The diagnosis of inoperable carcinoma recti was made. 
On March 30th, the patient had a rigor. The next day labour com- 
menced. The head became impacted between the symphysis and the 
tumour. Bystrong forceps traction it was delivered, and the placenta 
following ten minutes later. The child lived. The carcinoma had 
narrowed the true conjugate diameter to 7 c.m. The fetal head was 
much elongated. The patient died on the day after delivery. 

At the autopsy secondary growths were found on parietal and 
visceral peritoneum. The abdominal space contained much sero- 
purulent fluid. The liver weighed 3,000 grammes; it was infiltrated 
with secondary deposits. The rectum was the seat of a circular 
growth, which extended behind into the pararectal connective tissues, 
whilst anteriorly it pushed into the pouch of Douglas and became 
fixed to the vaginal wall. 

The author has collected 26 cases of cancer of the rectum. Those 
complicating pregnancy, he divides into three classes :— 

1. Those discovered after labour (7.e., at the autopsy). 

2. Inoperable cancer of the rectum, discovered shortly before or 
during labour as a cause of obstruction. 

3. Operable carcinoma recti discovered during gestation. 
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With regard to group 1. These cases ought not to occur. The 
diagnosis is straightforward enough, if proper investigation be made. 

With regard to group 2. Spontaneous birth can only occur with 
a premature child, as in the author’s own case. Cesarean section is 
indicated in these cases, waiting of course until the end of pregnancy. 
If the woman dies the operation should be performed immediately. 

For group 3. The rectal growth should be extirpated as soon as 
discovered. Kjelberg performed this operation in the fourth month 
of gestation without interruption of the latter. Petersen’s patient 
aborted on the fourth day, and died of peritonitis on the fifth day 
after the operation. A better result has accrued from resection of 
the growth after induction of labour. Lohlein operated three weeks 
after induction of labour, Hensener 17 days after, and Endelmann 
6 weeks after abortion. In no case is it justifiable to postpone inter- 
ference in the interest of the life of the child, since an operable 
carcinoma may rapidly become inoperable. 


CutTuBert Lockyer. 


Rupture of a Czsarean Section Scar. 





HENKEL. Zeits, fiir Geburts. und Gynidkol. Bad. liv., Ht. 2, p. 369. 


A PATIENT, who had twice had Cesarean section performed, was 
siezed with sudden rather severe abdominal pain without any apparent 
cause. She was about 9 months pregnant. She looked very ill, there 
was evidently free fluid in the abdominal cavity, the outline of the 
uterus was not well marked, and the fetal heart could not be heard. 
Olshausen diagnosed rupture of the uterus. The abdomen was 
opened, and the foetus and placenta were removed from the peritoneal 
cavity. A rupture involving the whole of the anterior wall of the 
uterus was found. The edges were freshened and sewn together by 
deep interrupted and superficial continuous sutures. The patient 
made a very good recovery. There is no note as to the method of 
suture after the second Cesarean section, but it was presumably 
interrupted catgut suture of the muscle, and continuous sero-muscular 
catgut suture. 

Olshausen said that this was the first case of rupture of the uterus 
in the scar that had occurred among 120 cases of Cesarean section. 


Henry Russert ANDREWS. 
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Sudden Death during or immediately after the termination of 
Pregnancy or Operation on the Pelvic Organs in Women. 


Davis (Epwarp P.). Surgery, Gynecology and Obstetrics, 
July, 19065. 


THE author gives notes of three cases of sudden death, one during the 
removal of the placenta in a case of criminal abortion, the second 
after manual delivery of the placenta, and the third forty-eight hours 
after abdominal removal of the tubes, ovaries and uterus. In the 
first case the autopsy revealed no cause to account for the death; in 
the second there was no autopsy, but the cause of death was supposed 
to have been a pulmonary embolism; in the third the autopsy revealed 
a white fibrous clot which extended from the bifurcation of the pul- 
monary artery into the right side of the heart adherent and continuous 
with another clot extending through the right auricle. 

From his own experience and after examining 193 papers on the 
subject he has come to the following conclusions :— 


1. “Sudden death may occur after abortion, labour, or operation 


from undemonstrable causes, autopsy finding no adequate reason for 
the accident.” 


2. “Death may follow abortion, labour, or operation from the 
rapid formation of a pulmonary embolism.” 

This accident occurs under such a variety of circumstances that it 
is impossible to designate any manipulation or stage of labour or 
abortion which can be proved to be the cause. In more than half of 
the reported cases the labour had been normal. In some the accident 
happened before delivery, in others after the use of forceps, version, 
or difficulty in delivering the shoulders. 

It has been thought pulmonary embolism was specially liable to 
occur during the third stage of labour. In some it happened before 
delivery of the placenta, and where no attempt had been made to 
deliver it. It has also happened after delivery of the placenta by 
Crede’s method. In some cases there had been antepartum 
hemorrhage. 

It has been noted that difficult obstetric operations do not pre- 
dispose to embolism. It is exceedingly uncommon after Cesarean 
section, although the placenta is separated manually, and the sinuses 
opened freely. 


Davis says that in a large number of the cases reported there had 
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been infection of the bronchial tubes during pregnancy, in some with 
dyspnea. He finds it impossible to ascertain a definite cause for 
the rapid formation of a pulmonary embolus, but he considers that 
pre-existing bronchial infections and probable changes in the blood 
serum are causative factors. 

In 18,800 women in childbirth or after operation pulmonary 
embolism occurred immediately in 30 cases, with 22 deaths, a 
mortality of 734 per cent. 


3. “‘Patients may die suddenly after labour or operation, at any 
period within a month, from primary thrombosis and secondary 
embolism.” 

The causes of this are pre-existing infection, violence, altered 
conditions of the blood, and lesions of the vessel walls. These cases 
are not uncommon. Richter collected 78 in 16,000 parturient women, 
Albanus had 53 cases of thrombosis after 1,140 abdominal sections, 
and Clark reported 41 cases of femoral thrombosis after gynecological 
operations. 

The mortality from thrombosis itself is not very high, the fatal 
cases usually terminate by the formation of a pulmonary embolus. 
Pulmonary complications are very liable to arise in cases of throm- 
bosis. 


Thrombosis is most liable to occur in vessels connected with the 


left iliac vein. Albanus thinks this is caused by the arterial pressure 
on the vein, and also the pressure from the distended bowels. Davis 
maintains that the entrance of air into the veins is not a sufficient 


cause of death. He agrees with the conclusions of Senn and Hare 
on this point. 


4. “ Among the rare causes of sudden death in parturient women 
and operative cases, must be mentioned sudden nervous reflex from 
vaginal manipulation, a patient dying immediately upon vaginal 
examination from no assignable cause.” 

He does not refer to any reported cases. As other causes of sudden 
death he refers to Walter’s case of rupture of the aorta 7 days after 
the birth of twins. Henomoff’s case of death on the ninth day after 
abdominal section, from the opening of a blood-vessel by an intestinal 
ulcer, and Cherm and Jearmin’s case of death from obliteration of 
one pleural cavity by tubercular pleurisy, with tubercular infection 
of the other lung. 


Rosert JARDINE. 
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GYNECOLOGY. 
The Treatment of Purulent Adnexa. 


Fennec. Zentral. fiir Gyndkol., 1905. No. 27. 


THE conservative treatment of adnexal inflammation finds no place 
after the presence of pus is established. Koblank’s view, that extirpa- 
tion of a pus-tube gives the least favourable result of any treatment, 
is wrong. A tubal abscess differs from one of ovarian origin in being 
less likely to rupture. Its walls are thicker; the pus lies in loculi, 
surrounded by thick walls, whereas an ovarian abscess is unilocular 
and invested only by a thinned-out tunica albuginea. Straining at 
work, or co-habitation, may cause it to rupture suddenly, and the wall 
may be weakened by the passage of organisms through a spot adherent 
to bowel. That the contents of a pus-tube are generally sterile, after 
6—9 months, the author regards with scepticism. Fever due to tubal 
abscess subsides with rest in bed. In ovarian abscess the fever per- 
sists in spite of rest. Slight cases of purulent endosalpingitis can 
heal by rest, but whether pregnancy is subsequently possible is doubt- 
ful. If the tube is thickened to the size of a finger spontaneous 
healing is impossible, such should be removed. Puncture as a means 
of healing is useless, it should only be done for diagnostic reasons. 
Incision of a pyosalpinx by the vagina is useless. This is only in- 
dicated for free pus in the pouch of Douglas, which has nothing to 
do with the tube. The one correct procedure is to remove the puru- 
lent tube or purulent ovary, since their physiological functions 
are impaired, and the diseased tube predisposes to extra-uterine 
gestation. In young persons, where it is important to save some 
ovarian tissue, if that be possible, the author operates by the abdomen. 
If pus escapes he drains either by the abdomen or by the vagina. 

When tubes and ovaries are much diseased, Fehling prefers in 
elderly patients to operate by the vagina, dividing the uterus into 
two to facilitate the removal of the whole pelvic genitalia. 

Fehling has had a mortality of 6°5 per cent. in 123 cases. This 
compares favourably with Koblank’s statistics, which show 18 per 
cent. mortality. Final cures he estimates at 70 per cent. Drainage 
per abdomen gave 18 per cent. of hernias. No case of hernia occurred 


in those not drained. 
CuTHspert Lockyer. 
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A Contribution concerning Adeno-myoma of the Female 
Generative Tract. 


SEMMELINK and DE Jone. Monats. fiir Geburts. und Gyndkol. 
Bd. xxii., Ht. 2. 


THE authors contribute a most important paper based on a very 
unusual case of this interesting tumour. Although many cases have 
now been described, the origin of this growth is still under discussion, 
and this case goes far to prove the contention that the Wolffian body 
or its remnants is the primary seat of commencement of the tumour. 
The patient was a virgin of 48, who came for treatment on account of 
severe menstrual losses. She was found to have a very irregular 
uterine tumour, and as some possibility of malignancy seemed to be 
present, this was removed by laparotomy. Many adhesions were 
encountered, and cavities in the growth filled with chocolate-coloured 
fluid were broken down during the separation of these. Recovery 
was uneventful, and a year later the patient remained quite well 
without any sign of recurrence. After removal the uterus was found 
to be infiltrated with a new growth, which had spread very widely 
over it, and had infiltrated the right and left ovary and the right 
broad ligament, while the right round ligament contained a similar 
spherical growth. In the uterine cavity two ordinary mucous polypi 
were found, and in the uterine wall posteriorly, one small spherical 
fibro-myoma. The large growth consisted of a cystic portion on the 
front of the left uterine cornu, and a flat widespread portion on the 
posterior surface, which spread down to the cervix and outwards on 
either side to the ovary, where it was cystic, and into the right broad 
ligament. Macroscopically this growth appeared to have a muscular 
wall outside and a spongy portion inside, but there was a distinct line 
of demarcation between the growth and the uterine muscle, and the 
growth had no communication anywhere with the uterine mucous 
membrane. In other words, the growth had started somehow in the 
myometrium and had infiltrated the uterine wall from without 
inwards, and at the same time had spread outwards to the ovaries. 
This belief was abundantly born out by the microscopic investigation, 
which showed that there was no communication anywhere between 
the growth and the uterine mucous membrane. Microscopically all 
the various portions of the growth had the same structure. It con- 
sisted of a new formation of glandular tubules embedded in a richly 
nuclear connective (cytogenous) tissue with a muscular layer of 
varying thickness outside. The glandular and muscular portions 
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everywhere kept pace in growth with one another, and it was evident 
that the two were intimately connected. The gland tubules were 
fairly regular slit-like structures, often many of them communicating 
with wide spaces. This was especially the case where the growth had 
infiltrated the ovaries. These were cystic and the sections of them 
showed that the growth, situated in the hilum, consisted of similar 
glandular structures opening into the large cystic spaces. These 
spaces were filled with the chocolate-coloured fluid above mentioned, 
and were lined with the same cytogenous connective tissue which 
everywhere surrounded the proliferating glands. The glands them- 
selves were lined with a rather tall columnar epithelium, sometimes 
more than one layer thick, with variously placed nuclei. The cyto- 
genous connective tissue surrounding the glands consisted of cells 
with abundant protoplasm, arranged in a concentric manner around 
the gland tubules. The isolated nodule in the round ligament had a 
central cavity surrounded by precisely similar glandular and muscle 
layers. The disposition, appearance, and structure of these gland 
tubules force the conviction that the growth is truly adenomatous 
and not carcinomatous, although the tubules had often more than a 
single layer of epithelium and no basal membrane, in this respect 
differing very clearly from uterine mucous membrane. In spite of 
the great infiltrating power of the growth the authors hold that it is 
not truly malignant, and owing to the association of glandular and 
muscular structures they call it adeno-myoma. The question as to 
the primary place of origin of this kind of growth is one upon which 
much has been written, and is still under consideration. There are 
three possible situations from which such a tumour could arise :— 
(1) from the peritoneal (ceelomic) epithelium, (2) from some portion 
of Miiller’s duct, (3) from some portion of the Wolffian body. It is 
quite true that the two latter structures are primarily derived from 
the celomic epithelium, and it has been shown by R. Meyer that 
gland-like structures opening into the peritoneum can arise from 
the celomic epithelium apart from fetal life, but this view has little 
in it to recommend itself as the origin of the growth in question. 
One objection which is clear appears to be that these growths cannot 
be shown anywhere to have a connection with the serous membrane, 
but are everywhere enclosed in a muscle layer, and another is that 
the growth has infiltrated most deeply in places far removed from 
the peritoneum, namely in the broad ligament and ovarian hilus. 
The second possibility too seems clearly to be out of the question, 
because throughout the specimen the growths have no connection 
whatever with Miiller’s ducts, or in other words with the uterine or 
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tubal mucous membrane. In spite of much research and many 
sections, in not a single instance could a connection between the 
adeno-myoma and the mucous membrane be demonstrated, and in 
fact everywhere there was a definite connective tissue line of 
demarcation between the growth and the uterine muscle. On the 
other hand, the places of greatest growth are those in which traces 
of the Wolffian body are constantly to be found, namely at the 
uterine cornua the hilus of the ovary, and the round ligament. 
Again, the microscopic appearance of the gland tubules and 
cytogenous tissue was identical with that of remnants of Wolffian 
tubules (to ascertain this point the authors made researches on the 
generative system of several foetuses, the results of which are 
embodied in the paper). In this respect their views agree with those 
of v. Recklinghausen, but this particular growth does not show the 
peculiar, island, garland, and pseudo-glomerular characteristics that 
v. Recklinghausen described. This, however, the authors consider is 
due to the place of growth rather than the true morphology. 
Tuos. G. STEvENs. 


Intestinal Obstruction after Supra-Vaginal Hysterectomy. 





Corner (E. M.). The Practitioner, August, 1905. 

















In the paper of which this is an abstract cases are mentioned of 
intestinal obstruction occurring after pelvic operations other than 
supra-vaginal hysterectomy, but its main interest is indicated by 
the heading given above. In December, 1904, Dr. Walter Tate read 
a paper before the Obstetrical Society (published in this Journat, 
January, 1905), based on three cases of intestinal obstruction 
following operations for fibroid tumours of the uterus. The 
obstruction in these cases occurred during early convalescence. 
Mr. Corner now reports two cases occurring respectively three and 
twelve months after the primary operation of supra-vaginal 
hysterectomy. Dr. Tate was led by his experience to the view that 
it was the nature of the operation itself that was responsible for the 
frequency of the complication. In the discussion which followed 
his paper this view was stoutly contested, but it receives strong 
support from Mr. Corner. Basing his opinion on his experience at 
St. Thomas’s Hospital during the years 1900-1-2, he says: “The 
operation, which stood pre-eminent amongst all others in causing 
this complication (7.e., intestinal obstruction) was supra-vaginal 
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hysterectomy,” and again, “there can be no doubt that the nature of 
the operation is a factor in the causation of the obstruction.” 

Dr. Tate’s conclusion was that panhysterectomy should be sub- 
stituted for the flap method as the operation of selection. Mr. Corner 
is of opinion that the dangers of intestinal obstruction may be 
avoided by attention to some details of technique in the performance 
of the operation itself It is important, he says, that the sutures 
should, when tied, be buried in grooves, and the best way to secure 
this is to cut the flaps with some muscular tissue in them; but the 
point on which he lays most stress is the cutting of a long posterior 
flap. “It covers the cervical stump of the amputated uterus, a 
continuous suture fixes it to the bottom of the utero-vesical pouch, 
at the same time anteverting the stump, so that it covers and protects 
the line of stitching from the intestines, preventing them from 
becoming adherent.” The long anterior flap, recommended by 
Jacobson and Steward, is more easily cut, but far less easily and 
accurately sutured than the posterior. Moreover, lying exposed to 
the pelvis, any little inaccuracy invites the formation of adhesions 
with the small intestine. 

R. Hamitton Bett. 


Indications for and Methods of Treatment of Sterility. 


East AND West Prusstan Gynaxcotocican Society. Monats. fiir 
Geburts. und Gynikol. Bd. xxii., Ht. 2. 


HAMMERSCHLAG opened a discussion on this question, and agreed with 
Schenk in considering sterility under three heads, namely, caused by 
local pathological or anatomical changes, by general pathological 
conditions, or without any obvious lesion as a cause. In addition, he 
laid special stress on dyspareunia as a cause of sterility, and quoted 
Strassmann, who recognised three classes of the condition, namely 
those cases in which there is an entire absence of sexual feeling, 
those in which there is an aversion to coitus, and those in which pain 
completely destroys sexual feeling. In the last group must be in- 
cluded all the cases of vaginismus. It would be admitted, however, 
that dyspareunia is only relatively a cause of sterility, as pregnancy — 
may occur in spite of it. 

In discussing treatment, Hammerschlag laid special stress on the 
importance of examination of the male before undertaking treatment 
of the female. Pincus discusses this side of the question, and his 
opinions compel attention to an aspect of sterility which probably 
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is much more neglected than investigated. He discusses the ques- 
tion under the headings :— 

1. Ought we to treat women for sterility without having first 
investigated the sexual powers of the man? 

2. What position should the medical man adopt in making any 
communication as a result of such examination ? 

In spite of the researches of Kehrer, Fiirbringer, Simmonds, and 
others, very great differences of opinion exist on these points, and 
consequently they are much neglected in practice. Pincus has 
brought forward 19 cases in which operations had been performed 
upon women for the cure of sterility without any examination of the 
man having been made, only to discover in the end that the male was 
at fault. In particular he mentions one case in which a portion of 
cervix had been excised on account of sterility, and three years later 
the patient remained in the same condition, and in addition suffered 
from ectropion of the cervix. The man in this case had submitted 
to an examination, but this was carried no further than a palpation 
of the testes. Although these appeared normal, yet in the end an 
examination of the spermatic fluid showed azoospermia, partly the 
result of injury, partly of epididymitis. This case emphasises the 
necessity of microscopic examination of the semen, for this fluid may 
appear quite normal to the naked eye and yet not contain a trace of 
spermatozoa. As regards the effect of epididymitis, Benzler found 
about 40 per cent., and Finger 207 out of 242 cases had azoospermia. 
As regards the results of careful examinations, Kehrer found about 
30 per cent. of cases of azoospermia as a cause of sterility, and 
Firbringer, out of 600 husbands of sterile wives found 83°3 per cent. 
had azoospermia, or at least oligospermia. Pincus records the results 
of investigation of 483 cases of sterility, finding 58 cases or 12°8 per 
cent. of azoospermia, in 37 cases or 82 per cent. oligospermia, and 
13 cases or about 3 per cent. necrospermia, all these being the result 
of syphilis. These figures at all events are sufficiently convincing to 
show that a large proportion of sterile marriages with perfectly potent 
men result from azoospermia. 

With regard to the second question, in Pincus’ opinion the results 
of an investigation should be made known to both parties, and this 
of course may be a most difficult axiom to carry out, especially if the 
man pleads professional secrecy. Indeed, from a forensic point 
of view, we can easily see that very far reaching results may 
accrue from the communication to either party of the result of an 
investigation of this kind. If, however, after a careful study of the 
temperaments of the two parties, both can be made aware of the 
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reason of the wife’s sterility, this must be the most desirable end to 
be attained. There can be little doubt that this view of Pincus may 
be questioned, for as Hammerschlag said in closing the discussion, 
cases are known in literature in which the man committed suicide 
on hearing that he was azoospermic, and clearly very serious 
family ruptures might result from telling this to both parties. 
Hammerschlag considered that the man should be told that he had 
a serious but not irreparable condition, and that the wife should be 
told nothing. 


Tuos. G. STEVENS. 


On Decidual Changes in the Omentum in a Case of Tubo- 
Abdominal Pregnancy. 


Penkert (M.). Zeits. fiir Geburts. und Gynikol. Bd. liv. Ht. 1, 
p. 80. 


In this case an ovum of 3 months was implanted partly on the 
abdominal end of the tube and partly on the omentum, to which 
some of the chorionic villi were attached. Microscopical examina- 
tion of this part of the omentum showed clumps of ‘gigantic cells, 


oval, ovoid, or more elongated in shape, typical decidual cells such 
as are found in the compact layer of the uterine decidua. These 
clumps of cells were not arranged in any special relation to the 
large omental vessels, and were certainly not of endothelial or 
perithelial origin, but were evidently formed from the connective- 
tissue cells of the fatty tissue. Direct connection between the 
chorionic villi and the omentum could be clearly seen. The literature 
contains very few descriptions of cases in which omentum has acted 
as the maternal part of the placenta. Such a case as this strengthens 
the view that primary abdominal pregnancy may occur. 
Henry RusseLL ANDREWS. 


Surgery of the Ureter. 
Frevunp (R.). Zentral. fiir Gyndkol., 1905. No. 27. 


At the gynecological congress in Kiel, June, 1905, Freund recom- 
mended that in cases of extensive resection of the ureter, the proximal 
end of the duct should be passed into the abdominal ostium of the 
Fallopian tube, the latter should then be divided at its uterine end, 
and straightway implanted into the bladder. The author says the 
fimbrie of the tube form an excellent graft around the implanted 
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portion of the ureter. The Fallopian tube is not severed from the 
mesosalpinx, and hence its blood supply is maintained. This method 
had been tested on animals by d’ Urso and de Fabii, who had im- 
planted the ureter into the uterine horn of bitches, and then after 
resection of the cornu from the uterus, it was fixed into the top of 
the bladder. Ten days after this operation was performed the ureter 
on the opposite side was resected and implanted in the abdominal 
wound or the kidney of this side resected. Experiments on the 
human cadaver show that the implantation of the ureter into the 
Fallopian tube is easily carried out. This plan of dealing with the 
ureter is not practicable in cases of abdominal hysterectomy for 
cancer, because the mesosalpinx is cut through at an early stage of 
the operation, and the broad ligament is finally all removed. It is 
indicated where resection has to be carried out for intra-ligamentary 
fibroids, or cystomata, or hydatids, which have pushed up the posterior 
layer of the broad ligament. In these cases the enucleation of the 
growths can be carried out without impairing the blood supply of the 
tube. 

In cases where the Fallopian tubes cannot be used the one ureter 
should be implanted into the other as recommended by Kelly, 
MacMonagle and Sampson, and carried out by von Monaco, Casati 
and Boari on animals. The operation of implanting one ureter into 
the other is carried out after the manner of an entero-anastomosis. 
Many animals have died from the results of defective technique, but 
these experiments are being continued. 

CurHsert Lockyer. 
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A Manuat or Mipwirsry ror STupents AND Practitioners. By Henry 
Jellett, B.A., M.D.(Dub. Univ.), etc., ete., Gynecologist and Obstetric 
Physician to Dr. Steevens’s Hospital, Dublin ; Ex-Assistant Master, 
Rotunda Hospital, Dublin. First edition. London: Bailliére, 
Tindall and Cox, 1905. 


This work, although it will be known as Jellett’s midwifery, is in 
reality the work of several authors in collaboration. Dr. Jellett’s object, 
as explained in the preface, has been to produce a comprehensive 
account of the theory and practice of modern obstetrics, and in doing 
so he has availed himself of the special knowledge of other authorities 
in the subjects of Embryology, Anatomy, the Phenomena ‘of Pregnancy, 


the Anatomy of Contracted Pelvis, Infectious Diseases, the Organic and 
Functional Disorders of Pregnancy, the Etiology and Pathology of the 
Puerperal Fevers and Reproductive Insanity. These subjects have all 
been dealt with independently by other distinguished representatives of 
the Dublin school. 

The chapters dealing with development are in some respects not so 
“comprehensive” as we could have wished in a work of this character. 
Thus the time-honoured account of the formation of the foetal envelopes 

.in the chick is given, but no mention made of the recent theory 
associated with the names of Sobotta and others, that the amniotic sac 
in many mammals is probably formed by a splitting of the primitive 
ectoderm, not by the formation of upgrowing folds around the embryonic 
area. The observations of Peters render it very probable that in the 
human species the method described by Sobotta, and not that observed 
in the chick, obtains. Again, in dealing with the early nutrition of the 
implanted ovum no mention is made of the extreme probability of the 
formation of a “trophosphere” similar to that described in the hedgehog 
by Hubrecht ; this point also was practically proved by Peters’s six days’ 
human ovum. Once more, the umbilical cord is described as being 
covered by the amnion, whereas it is the view of most embryologists 
that the epithelium of the cord is in reality epidermal, and represents 
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a prolongation of the foetal skin. And, lastly, we must mention that 
the important part which Leopold has shown is played by the early 
chorio-decidual space in the formation of the intervillous (placental) 
circulation, is quite passed over by the author, who evidently inclines 
to the view that the intervillous spaces in the mature placenta represent 
dilated maternal capillaries the endothelium of which has been absorbed. 
This opinion is quite opposed to the results of modern observations. 

A very interesting section of the work is that devoted to Obstetrical 
Antisepsis and Asepsis. After a historical and_ bacteriological 
introduction, the author passes to the consideration of methods, and on 
the whole we are in agreement with those he recommends. His attitude 
with regard to antiseptic douching is, however, unusual. He rejects 
corrosive sublimate altogether, and believes (1) that owing to coagulation 
of albumen (in lochia or blood) its bactericidal action is nullified ; 
(2) the strength used, with only momentary contact, is insufficient ; 
(3) disagreeable and even fatal consequences may follow a single douche. 
Dr. Jellett does not mention the fact that mercuric iodide does not 
coagulate albumen, and therefore does not lose its germicidal power 
when used as a douche. He advises the use of Lysol 1 per cent., or 
creolin 1 in 320 (?cyllin), but prefers sterilised water, and the object 
of using Lysol or creolin is to sterilise the water ! 

In the section dealing with Obstetrical Diagnosis, Hegar’s sign is 
described and illustrated in figures 112 and 113. The former is correct. 
The latter appears to us to be incorrect. It represents the hands in 
bimanual examination pushing the body of the uterus backwards and 
grasping the cervix, whereas the former shows the degree of compressi- 
bility of the lower part of the body of the uterus. Hegar’s sign is not 
concerned with the cervix, but with the softening of the walls of the 
lower part of the body of the uterus, which is unoccupied by the ovum. 
It is curious that Dr. Jellett describes the sign quite correctly in the 
text, the illustration alone being at fault, but it is the illustration which 
the student will remember. 

The general description given by Dr. Jellett of the general 
phenomena of normal labour is admirable. A short chapter is added 
upon the Prognosis of Labour, which will be read with great interest 
by students and teachers alike. The author groups the causes of death 
from labour into three classes, and gives much valuable information 
from the records of the Rotunda Hospital and the statistics of the 
Registrar-General. 

The author’s description of the mechanism of normal labour is 
generally clear and accurate, but might, we venture to think, be 
simplified with some advantage. He describes only two positions in 
vertex presentation, viz., the right and left; but two varieties of each 
position are admitted, viz., the anterior and posterior. The discussion 
of the causes of internal rotation will probably leave the student in some 
confusion of mind; six factors are tabulated, and in them is not 
included the slope of the pelvic floor; yet the rule is clearly laid down 
that the part of the foetal head which lies lowest is always directed by 
this movement towards the pubic arch. But the student will not be 
able to deduce this rule for himself from the explanations offered, and, 
indeed, we think that Dr. Jellett has almost overlooked the importance 
of the sloping pelvic floor in producing internal rotation. 

The large section dealing with the pathology of pregnancy is well 
illustrated and sufficiently comprehensive. The author regards every 
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case of backward displacement of the gravid uterus which leads to 
retention of urine as “ incarcerated,” but this is a somewhat unfortunate 
use of the term “incarceration,” which should be reserved for cases in 
which some mechanical obstacle to replacement exists, apart from the 
condition of the bladder. The pathological anatomy of eclampsia is 
clearly described, and a fairly comprehensive account given of the 
various theories of its origin which have from time to time been 
advanced. But Dr. Jellett has given rather less space than it deserves 
to the modern theory of auto-intoxication, and he is surely in error 
in calling this Bouchard’s theory, for, although Bouchard was the first 
to publish original observations on auto-intoxication, they had little 
or no reference to the pregnant state. It was Tarnier who first applied 
the theory to pregnancy and its disorders. 

The subject of extra-uterine pregnancy is fully dealt with, and the 
description of the clinical phenomena and treatment is excellent. We 
must, however, take exception to certain statements made in the 
paragraphs on pathological anatomy. Thus Dr. Jellett holds that “ it 
is most probable—if not certain—that a decidua vera is formed in the 
(gravid) tube.” This opinion is certainly at variance with the latest 
work of competent observers, who have demonstrated that decidual 
changes occur only near the site of implantation, that they are partial 
in extent, and that in distant parts of the tube the mucosa is unaltered. 
The existence of a decidua reflexa is more doubtful, according to the 
author, and this he explains by the relatively small size of the tube- 
lumen, in consequence of which “the decidua vera soon comes into 
contact all round with the ovum, and thus renders the formation of a 
distinct reflexa impossible.” But this view surely overlooks the very early 
date at which the decidua reflexa (or, better, dectdua capsularis) is formed 
in the human ovum, as demonstrated by Peters—a period long preceding 
that at which the ovum would fill the tube. It also overlooks the well- 
established fact that in tubal pregnancy the ovum becomes embedded in 
the tube wall (mucosa and muscularis), and developes, for a time at any 
rate, in a chamber which is distinct from the lumen of the tube. 
Again, primary rupture of the tube is said to be caused by distension 
only, the tube bursting when the maximum degree of distension has been 
attained ; but this statement quite overlooks the important part which 
it has been clearly shown is played by the erosion of the tube wall by 
- villi and syncytial buds. 

In the chapter on Ante-partum Hemorrhage are included all 
varieties of hemorrhage occurring during pregnancy and accompanying 
labour, cases being divided into three groups on a time basis—(1) cases 
during the first three months ; (2) cases during the second three months ; 
(3) cases during the last four months. Though literally accurate, this 
appears to be likely to cause confusion, for the practice of confining the 
term ante-partum hemorrhage to cases of accidental hemorrhage and 
placenta preevia is time-honoured and practically of great convenience. 
Of course, Dr. Jellett, in common with the Dublin school generally, 
strongly advocates plugging the vagina for accidental hemorrhage. It is 
somewhat curious, however, that in speaking of the same treatment for 
abortion he points out that plugging the vagina permits, or indeed 
encourages, the accumulation of blood in the uterine cavity, and if 
putrefactive organisms have entered the result is to materially increase 
the dangers of intra-uterine decomposition; but these disadvantages 
are not referred to in connection with accidental hemorrhage. 
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The sections devoted to puerperal infections, or as the author terms 
them “ Surgical Fevers of Child-bed ” are entirely admirable—scientific 
in spirit and practical in detail, and the work closes with a comprehen- 
sive description of the obstetrical operations and the care of the infant. 

Dr. Jellett’s work is profusely illustrated, but most of the line 
drawings are rather crudely executed ; those in wash are better, but are 
hardly up to the standard of the best British work of this description. 
The volume has been produced by the publishers on the same plan as 
their “ University Series” generally, of which it forms a member ; the 
price is 21s. 

We congratulate Dr. Jellett and his collaborators upon the production 
of a work worthy of the great midwifery school to which they belong, 
and if we have offered some criticism upon details it is in no adverse 
spirit, for we well know the difficulty which must always attend an 
author in bringing his material up to date in every particular. 





